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Each 100 cc. of Lotion Surfadil provide: 


local 
antihistamine . . Histadyl®. . . 2Gm. 
topicalanesthetic . Surfacaine*® . . 0.5 Gm. 
adsorptive and 
protective cover . Titanium Dioxide . 5 Gm. 


The Surfadil coating also acts as a translucent 
“shield’’ to deflect the sun’s rays. 


Ss HIEL DS Available in spillproof, unbreakable plastic 
containers of 75 cc. and in pint bottles. 
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CLINICAL REMISSION 


In “escaping” rheumatoid arthritis. After gradually “escaping” the ther- 
apeutic effects of other steroids, a 52-year-old accountant with ar- 
thritis for five years was started on Decapron, 1 mg. /day. Ten months 
later, still on the same dosage of Decapron, weight remains constant, 
she has lost no time from work, and has had no untoward effects. She 
is in clinical remission.” 

New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 


DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “‘chronic’’ condi- 


tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 


TREATS MORE PATIENTS MORE EFFECTIVELY 


Mo) MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

, Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the di Two resid 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


Welch Allyn distally illuminated proctoscopes 
and sigmoidoscopes are designed to meet every 
requirement for thorough rectal examination 
and treatment. Abundant illumination is pro- 
vided directly at the area under observation and 
an unobstructed view for diagnosis is assured 
through the use of a small, powerful Welch 
Allyn “Bright Light” lamp. The outer tube is 
calibrated in centimeters and the inner tube is 
optically designed to reduce the annoying glare 
usually found in this type instrument. The 
obturator tip is tapered and curved in an an- 
atomically correct manner to facilitate the 
passage of the instrument through the sphincter 
muscle and by the prostate gland region. Ideally 
designed for use with No. 343 biopsy punch. 


No. 343 BIOPSY PUNCH not illustrated 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


WINCHESTER SURGIICAL SUPPLY CO. WINCHESTER-RITCH SURGICAL CO. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 


pINnEBLUFF | 
4 
WELCH ALLYN RECTAL SETS 
| | 
> 
: e No. 314 No. 300 proctoscope and No. 308 sigmoidoscope with inflating bulb and No. 725 cord, i ; 
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A palatable chlor 


containing 10 ¢ 


JONES and VAUGHAN 
Richmond 26. Virginia 


~ 
«(SYRUP OF CHLORAL HYDE 


most appetizing help for 
patients where a cholesterol 


depressant diet prescribed 


Wesson’s Chicken Cook Book c 


FREE in quantities 
for your distribution to patients 


The enticing variety of dishes offered in ‘‘101 Glorious Ways to 
Cook Chicken” can help make a restricted regimen less monotonous 
and encourages the patient’s compliance with it. 


The high poly-unsaturated fat content of poultry—prepared in 
poly-unsaturated Wesson—makes it a special help to those on 
cholesterol depressant diets. Happily, too, chicken is moderate in 
calories, universally popular and one of the most economical 
protein foods in the grocery today. 


Recipes for Chicken Rosemary, Sesame, Jambalaya, Pilaf, etc., 
teach scores of new ways to enhance chicken with herbs and 
spices, new combinations with fruits and vegetables, how to use 
sauces and seasonings wisely and well. Careful consideration has 
been given to the choice of ingredients to keep saturated fats 
to a minimum. 


Where a vegetable (salad) oil is medically 
recommended for a cholesterol depressant regimen, 
Wesson is unsurpassed by any readily available brand. 
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WESSON’S IMPORTANT CONSTITUENTS 


Wesson is 100% cottonseed oil . . . 
winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 50-55% 
Oleic acid glycerides (mono-unsaturated) 16-20% 
Total unsaturated 70-75% 
Palmitic, stearic and myristic glycerides (saturated) 25-30% 
Phytosterol (predominantly beta sitosterol) 0.3-0.5% 
Total tocopherols 0.09-0.12% 


Never hydrogenated—completely salt free. 
Each pint of Wesson contains 437-524 Int. Units of Vitamin E 


CHICKEN SESAME—with its crunchy nutlike flavor from the Indies—is typical of the glorious eating contained in this new Wesson cook book. 


Send coupon for quantity needed for your patients. 


The Wesson People, 210 Baronne Street, 
New Orleans 12, La. 


Please send me . . 


. free copies of the Wesson cook book 
“101 Glorious Ways to Cook Chicken.” 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 
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tense 
and 


patient 


Despite the introduction in recent years of “new and dif- 
ferent” tranquilizers, Miltown continues, quietly and 
steadfastly, to gain in acceptance. Generically and under 
the various brand names by which it is distributed, 
meprobamate (Miltown) is prescribed by the medical 
profession more than any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug, 
evaluated in more than 750 published clinical reports. Its 
few side effects have been fully reported; there are no 
surprises in store for either the patient or the physician. 
It can be relied upon to calm anxiety and tension quickly 
and predictably. 


Usual dosage: One or two ® 
400 mg. tablets t.i.d. M O } 
Supplied: 400 mg. scored tablets, 
200 mg. sugar-coated tablets; 


or as MEPROTABS*— 400 mg. meprobamate (Wallace) 
unmarked, coated tablets. Wa WALLACE LABORATORIES / New Brunswick, N. J. 


TRADE MARK CM-2053 
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when that early Monday morning telephone 
call is from a weekend do-it-yourselfer 


“,.and this morning, Doctor, my back 
is so stiff and sore I can hardly move.” 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


POTENT — rapid relief in acute conditions 


SAFE —for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 
contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
f) WALLACE LABORATORIES, New Brunswick, New Jersey 


SOMA 


(CARISOPRODOL WALLACE) 
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PAPAIN 
IS THE 
AEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 


plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 


normal protective vaginal secretions. Meta 


Cine’s pleasant, deodorizing, non-medicinal fra- 
grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 
boxes of 30 individual-dose packets. Dosage: 
2 teaspoonfuls, or contents of 1 packet, in 2 
quarts of warm water. 
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When summertime 
chores bring on 


LOW BACK PAIN 


Brand of chlormezanone 


relaxes skeletal 
muscle spasm — 
ends disability. 


Wren any of a host of summer activities brings on low back pain 
associated with skeletal muscle spasm, your patient need not be dis- 
abled or even uncomfortable. The spasm can be relaxed with 
Trancopal, and relief of pain and disability will follow promptly. 

Lichtman’? used Trancopal to treat patients with low back pain, 
stiff neck, bursitis, rheumatoid arthritis, osteoarthritis, trauma, and 
postoperative muscle spasm. He noted that Trancopal produced 
satisfactory relief in 817 of 879 patients (excellent results in 268, 
good in 448 and fair in 101). 

Gruenberg® prescribed Trancopal for 70 patients with low back 
pain and observed that it brought marked improvement to all. “In 
addition to relieving spasm and pain, with subsequent improvement 
in movement and function, Trancopal reduced restlessness and 
irritability in a number of patients.”* In another series, Kearney‘ 
reported that Trancopal produced relief in 181 of 193 patients 
suffering from low back pain and other forms of musculoskeletal 
spasm. 

Trancopal enables the anxious patient to work or play. According 
to Gruenberg, “In addition to relieving muscle spasm in a variety 
of musculoskeletal and neurologic conditions, Trancopal also exerts 
a marked tranquilizing action in anxiety and tension states.’’® 
Kearney‘ found “. . . that Trancopal is the most effective oral skeletal 
muscle relaxant and mild tranquilizer currently available.” 

Side effects are rare and mild. ““Trancopal is exceptionally safe for 
clinical use.”* In the 70 patients with low back pain treated by 
Gruenberg,’ the only side effect noted was mild nausea which oc- 
curred in 2 patients. In Lichtman’s group, “No patient discontinued 
chlo one [Trancopal] because of intolerance.” 
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ALL OVER AMERICA! 


KENT with the FILTER 


SMOKED 
MORE SCIENTISTS and EDUCATORS 


than any other cigarette !* 


HIS does not constitute a The rich pleasure of smoking 

professional endorsement Kent comes from the flavor 
of Kent. But these men, like of the world’s finest natural 
millions of other Kent smokers, tobaccos, and the free and 
smoke for pleasure, and choose easy draw of Kent’s famous 
their cigarette accordingly. Micronite Filter. 


If you would like the booklet, ‘‘The Story of Kent”, for your ~ 
own use, write to: P. Lorillard Company—Research De- CRUSH-PROOF 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KE 


Results of continuing study of cigarette preferences, conducted by O’Brien Sherwood Associates, N.Y. N.Y. 
A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES THROUGH LORILLARD RESEARCH © 1900 F. 1ORULARD CO 
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...well tolerated when 
...a highly potent, used on a properly individ- 
bactericidal antibiotic ualized dosage schedule 


for combating staph and which does not induce 
gram negative infections excessive blood levels 


“In many instances its effect has been dramatic and life saving ...””* 


“Six of the patients who survived were considered to be terminally ill at the time 
kanamycin was started but showed dramatic improvement and eventual complete 
recovery.””* 

“indeed, the results [with kanamycin] are the most remarkable ever achieved 
with otherwise fatal staphylococcal infections that we have ever seen.’”” 


“There appears to be no doubt that kanamycin has been lifesaving in those in- 
stances in which organismal resistance precludes the use of other antimicrobials.””* 


Information on dosage, administration and precautions 
contained ir. package insert or available on request. 


SUPPLY: KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in vial containing 2 ml. volume. 
KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in vial containing 3 ml. volume. 


REFERENCES: 1. Yow, E. M.: Practitioner 182:759, 1959. 2. Yow, M. D., and Womack, G. K.: Ann. N. Y. Acad. Sci. 76:363, 
1958. 3. Bunn, P. A., Baltch, A., and Krajnyak, 0.: Ibid. 762109, 1958. 4. Council on Drugs, J.A.M.A. 172:699, 1960. 


ADLY 


When STRESS accompanies secondary anemias 


This unique comprehensive formula provides a broad new concept in the treatment 
Sceeae iene of anemias, in convalescence, and in the prevention and treatment of nutritional 
Vitamin B-12 with Intrinsic Factor deficiencies. As indicated by its formula, dosage control is more easily maintained 
“Ascorbic Acid ' with HEMOTREXIN. All treatable secondary’ anemias, especially when accom- 
(1) panied by stress conditions, as in anemias of pregnancy, convalescence, adolescence, 
{8-6) mg. post-infection anemias, anemias following drug therapy, and in the prevention and 


Calcio 67 me. treatment of nutritional deficiencies . respond favorably to HEMOTREXIN. 

[Copper (Prem Copper Sulfate) me. DOSAGE MP 

“Cobalt — Adults: three times daily after 

Zine (From Zine Sulfate) meais. GLADL 

Children: one to three tablets according to UPON REQUEST 
age. 


PRODUCTS CO., INC. | 
PETERSBURG, VIRGINIA | 
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Raise the Pain Threshold 


oer 
Phenaphen with Codeine provides 
intensified codeine effects with 
contro! of adverse reactions. 


It renders unnecessary (or postpones) 
the use of morphine or addicting 
synthetic narcotics, even in 

many cases of late cancer.. 


Three Strengths — 
PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 1 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN in each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194mg.) 
Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate... . . (0.031 mg.) 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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...felief from pollen allergies 
more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.'* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.’ Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 


tion” or rebound congestion.?4 


Each Triaminic timed-release Tablet provides: 
Phenylpropanolamine HCI 


Pheniramine maleate 
Pyrilamine maleate 


also available: 
TRIAMINIC JUVELETS® 12 the formulation of the Triaminic Tablet with timed-release action, 


TRIAMINIC SYRUP each teaspoonful (5 ml.) provides Y% the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N.D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F.M.: Iilinois M. J. 112:259 
(Dec.) 1957. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S. R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 
first—the outer layer dissolves 
within minutes to produce 


Relief is prompt and prolonged 3 to 4 hours of relief 


because of this special 
P then — the core disintegrates 


timed-release action to give 3 to 4 more 
hours of rellef 


SMITH-DORSEY « A DIVISION OF THE WANDER COMPANY « LINCOLN, NEBRASKA 


GONORRHEA IS ON THE MARCH AGAIN... 


a new timetable for recovery: 
only six capsules of TETREX can cure a male patient with gonorrhea in just one day* 


TETREX CAPSULES. 250 mg. Each capsule contains: 
TETREX (tetracycline phosphate complex equivalent to 


® tetracycline HCI activity) — 250 mg. 
DOSAGE: Gonorrhea in the male—Six capsules of 
TETREX in 3 divided doses, in one day. 


U.S. PAT.NO.2,791,609 © Marmell, M., and Prigot, A.: Tetracycline phosphate complex in the treat- 
ment of acute gonococcal urethritis in men. Antibiotic Med. & Clin. Ther, 
THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 6:108 (Feb.) 1959. 


BRISTOL LABORATORIES, 
SYRACUSE, NEW YORK 
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REALMS 


OF THERAPY 


BEST 


ATTAINED 


WITH 


ATARAX 


(brand of hydroxyzine) 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


record of effectiveness—over 200 labora- 


Supportive Clinical Observation 


“.. Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior... Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


for additional evidence 


Bayart, J.: Acta peedist. belg. 
10:164, tied Ayd, F. J., 
ifornia Med. 87:75 (Aug.) 
Nathan, L. A., and Andeiman, M. 
lllinois M. J. 112:171 et.) 


well tolerated by debilitated 
patients 


Seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
tions cccurriag in age.” Smigel, 


0., . Geriatrics Soc. 
61 i989," 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. — 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....1In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, 1. M., and Unger, L 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


B. C.: J.A.M.A. 169:14 
Jan. 3) 1959. Coirault, R., et al.: 
esse méd. 64:2239 ec, 

1956. Robinson, H. M., 

South, M. J, 50:1282 1999, 


ticularly effective in urticaria 


7 IN 
HYPEREMOTIVE 
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does not impair mental acuity 


“... especially well-suited for ambula- 
tory neurotics who must nyt a 
a car, or operate machinery.” Ayd, F. 
J., Jt.: New York J. Med. 57: thay 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garbe Jr.: J. Florida M. 
H. C.: New York J. Med, 58: 1684 
(may 15) 1958. Farah, L.: Inter- 
nat Rec, Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
botties. Parenteral Solution: 25 
mg./cc. in 10 cc, multiple-dose 
pm 50 mg./cc. in 2 cc. am 
pules. 
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IN ORAL CONTROL OF PAIN 


ACTS FASTER—usually within 5-15 minutes, LASTS LONGER—usually 
6 hours or more. MORE THOROUGH RELIEF— permits uninterrupted 
leep through the night. RARELY CONSTIPATES — excellent for 

onic or bedridden patients. 

GE ADULT DOSE: 1 = sable 6 hours. May be habit- forming. Federal law 

its oral prescription. 

“Each PERCODAN* Tablet contains 4.50 mg. dinydrohydroxycodeinone hydro: 

chloride, 0.38 mg. dihydrohydroxycodeinone terephthalate, 0.38 mg. homa- 

_tropine terephthalate, 224 me. acetylsalicylic acid, 160 mg. phenacetin, and 7 
me. caffeine. 

Also available — for greater flexibility in dosage — PeRcopAN®-Demi: The 

Percopan formula with one-half the amount of salts of acineycranydroxyee: 

é and homatropine. 


Literature? Write 
ENDO LABORATORIES 
Richmond Hill 18, New York 


Percodan 


and plus APC 
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pathogen 
sensitivity 


In addition to the expected broad- 
spectrum range of effectiveness, 
DECLOMYCIN has demonstrated ac- 
tivity against strains of Pseudomo- 
nas, Proteus and A. aerogenes un- 


reSpOnsive pags or highly 


refractory to other 
antibiotics. y 


1. Finland, M.; Hirsch, H. A., and Kunin, C } 
M.: Read at Seventh Annual Antibiotics Sym- | 3 
posium, Washington, D. C., November 5, | & 
1959. 2. Hirsch, H. A.; Kunin, C. M., and | 
Finland, M.: Miinchen. med. Wechnschr. To be 
published. 3. Roberts, M. S.; Seneca, H., and 
Lattimer, J. K.: Read at Seventh Annual 
Antibiotics Symposium, Washington, D. C., 
November 5, 1959. 4. Vineyard, J. P.; Hogan, 

J., and Sanford, J. P.: Ibid, 


Capsules, 150 mg. — Pediatric Drops, 60 | 
mg./cc. — New Syrup, cherry-flavored, 75 § 7 
mg./5 cc. tsp., in 2 fi. oz. bottle —3-6 mg. 

per Ib. daily in four divided doses. 


GREATER ACTIVITY... FAR LESS ANTIBIOTIC... SUSTAINED-PEAK CONTROL... “EXTRA-DAY” PROTECTION AGAINST RELAPSE 
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For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN’. . . 


- ® Combines the anti- 
inflammatory effect 


bactericidal action 


of the antibiotics. 


Neomycin Sulfate 5 mg. 
in a special petrolatum base. 


Each gram contains: 
‘Aerosporin’”® brand Polymyxin B Sulfate 5,000 Units 


Provides comprehensive 
bactericidal action 
effective against virtually 
all bacteria likely 

to be found topically, 


brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin 


Neomycin Sulfate in a special petrolatum base. 


brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’™® brand 
Polymyxin B Sulfate .........+- 


ev 500 Units 
in a special petrolatum base. 


. BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 


Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 
to local medication, 
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usual medications &. 
-actonly here 


NEW 


upper respiratory decongestion 


provides both... 
and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 

COMBINES the nasal and bronchial decongestant action of d-isoephedrine with 
the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrimation 
and post nasal drip—let s the patient get a full night's rest—with minimal daytime 
drowsiness, CNS or pressor stimulation. 


TABLETS AND SYRUP for adults and children... 

COMPOSITION: Per tablet Per 5 mi. syrup 

Chiorpheniramine maleate 2 mg. 

d-Isoephedrine HCI } 12.5 mg. A R N A R . ST 0 N E 
DOSE: Tablets: One tablet 3 or 4 times daily. Syrup: Children: 3-6 yrs. : 

Yp tsp. t.i.d.; 6-12 yrs. 1 tsp. t.i.d.; Adults: 2 tsp. tid. Laboratories, Inc. 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Mt. Prospect, Illinois 
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“The concept of treating hypertension with a potent oral diuretic in combination 


with one or more of the sympathetic depressant drugs is a new one. 


GENTLEMEN: Please send me a complimentary supply of 
SALUTENSIN Tablets. 


Dr. 


STREET. 


City. ZONE STATE 


SIGNATURE 
Send coupon to: Bristo. LaBoraTories, SYRACUSE, NEW YORK. 


SALUTENSIN samples available on request. 


REFERENCES: 1. Gifford, R. 
W., Jr., In Hypertension, ed. by 
J. H. Moyer, Saunders, Philadel- 
phia, 1959, p. 561. 2. Moyer, 
J. H.: Ibid. p. 299. 3. Brodie, 
B. B.: In Hypertension, Vol. VII, 
Proceedings Council for High 
Blood Pressure Research, Am. 
Heart Assn., ed. by F. R. Skelton, 
1959, p. 82. 4. Wilkins, R. W.: 
Ann. Int. Med. 50:1, 1959. 5. 
Freis, E. D.: In Hypertension, ed. 
by Moyer, op. cit., p. 123. 6. 
Ford, R. V., and Nickell, J.: Ant. 
Med. & Clin. Ther. 6:461, 1959. 
7. Fuchs, M., and Mallin, S. R.: 
Int. Red. Med. 172:438, 1959. 
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the *multi-system disease” HYPERTENSION... 
an multi- therapeutic antihypertensive. 


n often requires a multi-therapeutic approach for satisfactory 
control, SALUTENSIN Combines in balanced proportions three clinically proven antihypertensives. These com nents 
ati through three different physiologic mechanisms to Offer greater therapeutic benefits while minimizing the risk of 
sie effects sometimes observed in patients on single drug aerepy at ay effective doses. The components in 
each Saturensin Tablet: 


Sauomon Bristol) agent to lower elevated blood pres 

by affecting vascular reactivity to a stili unknown pressor mechanism... OO 
Resorpine~2 drug peripheral vasorelaxant effects, whtich have been described as a “chemical 
sympathectoray”® ....... 125. 
_ ‘Protoveratrine pow drag’ which is “well in combination with ‘ a cen- 
traily mediated vasorelaxant that produces “the most physiologic, hemodynamic reversal of hypertension’’*. mg. 


Essential hypertension; hypertensive cardiovascular disease; insufficient response to a single or dual 
antihypertensive agent; partial or complete replacement of potentially more toxic agents. 


(SALUTENSIN should be used in hypertensive patients with renal insufficiency, particularly if such patients 
digitalized. 


© Desaor: Usual adult dose ¥ <2bler twice daily. Detailed information on dosage and precautions in official package 
ciredlar or availabie on recuest. 


Surety: of scored tablets. 


A sustained-action foundation drug for an antihypertensive regimen... 


sustained-action hydroflumethiazide ‘Bristol’ 


SALURON is an economical, well-tolerated salutensive agent —saluretic and antihypertensive — for use as a 
foundation drug in the treatment of hypertension. In mild to moderate hypertension, SaALURON often is 
adequate by itself. It has been described as “a distinct advantage in the manifestations of hypertension” 6 
and “a marked advancement in the field of diuretic therapy.”? 


Dosace: Usually 1 tablet daily. Full information in official package circular. 
—s Suppty: Scored 50-mg. tablets, bottles of 50. 


BRISTOL LABORATORIES, Syracuse, New York 
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FOR 
SULFONAMIDE 
THERAPY 


NEW 


PEDIATRIC DROPS 


single, daily-dose effectiveness rapid, 
sustained action against sulfa-susceptible 
organisms [_j 125 mg. sulfamethoxypyrida- 
zine activity per cc. in 10 cc. squeeze bottle 


Dosage: First day, 2 cc. (250 mg.) for each 20 Ibs. body weight; thereafter, 1 cc. 
(125 mg.) for each 20 Ibs. Should be given once a day immediately after a meal. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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Of course, women like “Premarin” 


(eos for the menopause syn- 
drome should relieve not only the 
psychic instability attendant the con- 
dition, but the vasomotor instability 
of estrogen decline as well. Though 
they wouid have a hard time explain- 
ing it in such medical terms, this is 
the reason women like “Premarin.” 

The patient isn’t alone in her de- 


votion to this natural estrogen. Doc- 
tors, husbands, and family all like 
what it does for the patient, the wife, 
and the homemaker. 

When, because of the menopause, 
the psyche needs nursing—“Premarin” 
nurses. When hot flushes need sup- 
pressing, “Premarin” suppresses. In 


short, when you want to treat the 


whole menopause, (and how else is 
it to be treated?), let your choice be 
“Premarin,” a complete natural es- 
trogen complex. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada S 2 
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1NRPIRINAT 
ORIGINAL potassium phenethicillin 


ILLIN 


{Potassium Penicillin-152) 


higher peak blood levels 
than with potassium penicillin V 


higher initial peak blood levels 07'1//1/ 
than with intramuscular penicillin G 


increased dosage increases 
serum levels proportionally 


superior to other penicillins 
in killing many staph strains 


A dosage form to meet the individual 
requirements of patients of all ages 
in home, office, clinic and hospital: 


Syncillin Tablets—250 mg... . Syncillin Tablets—125 mg. 


Syncillin for Oral Solution— 60 ml. bottles—when reconstituted, 
25 mg. per 5 ml. 


Syncillin Pediatric Drops —1.5 Gm. bottles. Calibrated dropper 
delivers 125 mg. 


Complete information on indications, dosage and precautions is 


included in the official circular accompanying each package, 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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clears ringworm orally regardless of duration 
or previous resistance to treatment 


spares the patient— embarrassment of epilation and 
skullcaps, difficulty and ineffectiveness of topical 
medications, potential hazard of x-ray treatments 
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Co-Pyronil’ 
keeps most allergic patients 
symptom-free around the clock 


Many allergic patients require only one Pulvule® Co-Pyronil 
every twelve* hours, because Co-Pyronil provides: 


e Prolonged antihistaminic action 
e Fast antihistaminic action 
plus 
e Safe, effective sympathomimetic therapy 


*Unusually severe allergic conditions may require more fre- 
quent administration. Co-Pyronil rarely causes sedation and, 
even in high dosage, has a very low incidence of side-effects. 


Supplied as Pulvules, Suspension, and 
Pediatric Pulvules. 


Co-Pyronil® (pyrrobutamine compound, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
058012 
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President’s Inaugural Address 
AMOS N. JOHNSON, M.D. 
GARLAND 


I am grateful to you for having elected 
me to be your president. I repeat the words 
of Dr. Paul McCain on the occasion of his 
inauguration: “To have been selected and 
elected to leadership by those people who 
know you best, your fellow physicians, is 
the highest honor that can come to anyone” ; 
and I am grateful for it. As I now assume 
this responsibility and honor, I am mindful 
of many things. 

I am mindful of the constant and contin- 
uous change that is going on in this world 
and of the rapidity with which events move 
from day to day. 

I am also mindful that there is a cancer 
eating at Medicine continuously—a social, 


a political, and an economic cancer that 
we must watch and attempt to eradicate. 
It is invading the profession from the 
periphery, from the heart, from the inside, 
from within Medicine itself. 


I am mindful that when one person or 
one group loses its freedom, the freedom of 
all people is weakened; that abject and un- 
reasoning conformity is the first symptom 
of mediocrity and eventual decay. Someone 
said that he who dares stick his head above 
the flowing tide of mediocrity is sure to 
have something thrown at him, but I say to 
you that it is only by continued, tireless ef- 
fort to rise above the commonplace and to 
produce something of excellence that one 
attains success. Therefore I pledge to you 
that this year I will make every effort, with 
your help and the help of our capable staff 
in Raleigh, to keep the head of Medicine 
above the level of mediocrity, even though 
I may be fired upon. And, in the sniping at 
me, medicine may be jarred a bit, but we 
will engage our enemy and find his position 
and strength wherever he is recognized. 


Read before the Second General Session, Medical Society of 
the State of North Carolina, Raleigh, May 11, 1960. 


Legislative Issues 

I must mention some of the issues which 
we will have to face this year. You have 
heard the discussions relative to legislation 
affecting medicine. In this day of govern- 
ment coddling minority groups, medicine is 
the whipping boy. Why? Because the poli- 
ticians who run our country think that 
more votes can be gained by maligning us 
and making us the villains than by shower- 
ing us with favors. So we are a unique min- 
ority who must be constantly alert to tell 
our story to all with whom we come in con- 
tact. Today’s trend in Washington, as de- 
picted on television, radio and the press, is 
for Government to be all things to all peo- 
ple, to give everything to everybody. That 
is why we must be diligent in making our 
cause known. We must educate and in- 
fluence our politicians before they give 
away the privileges and financial security 
of all the people in this country. 

Integration of Negro Physicians 

Concerning the integration of Negro 
physicians into the Medical Society of the 
State of North Carolina, I have secured the 
original copy of the report filed by the com- 
mittee appointed by President Zack Owens 
to study this problem. In brief, the report 
states that a thorough study and meeting 
of minds between this committee and em- 
powered representatives of the Old North 
State Medical Society resulted in the con- 
clusion that there was a difference in the 
social structure of the races which pre- 
cluded integration at a social level, but 
that there was a need and a desire to make 
the scientific facilities of this Society avail- 
able to physicians of the Negro race. A 
statement of agreement was then reached: a 
statement which gave these colored phy- 
sicians every thing they asked and every 
thing they implied they needed. They were 
given access to the American Medical As- 
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sociation and national specialty boards 
through scientific membership in our State 
Society; access to the North Carolina ex- 
amining and licensing board by the priv- 
ilege of nominating candidates and voting 
in these elections. 


After all this, we have two scientific 
members. Every Negro doctor in North 
Carolina could belong to our Society and 
could be sitting there with you today; how- 
ever, of this privilege only two have availed 
themselves, and neither of them have I 
ever seen at a scientific session. After the 
original agreement was reached, their atti- 
tude quickly changed, probably touched by 
an outside influence persuasive enough to 
make them decide that they didn’t get what 
they really wanted the first time. Now, 
after a short four or five years, they come 
back and want full membership. 


I say to you that it is not we, the mem- 
bers of the Medical Society of the State of 
North Carolina, who will bear the onus of 
what will happen as a result of the un- 
pleasantness that is sure to come. We have 
not broken the faith; they, the members of 
the Old North State Medical Society, have 
broken the faith under the pressure and 
duress of the NAACP, whose sole purpose 
is to foment trouble, unrest and disorder. 


That brings us up to the point at hand. 
You take my word that what I have told you 
is true, that we went the full distance, the 
last mile. They want to dance with us, they 
want to sit at our banquet tables, they 
want to associate with us socially. Now, 
maybe it is all right for them to want that. 
I cannot judge, since I cannot put myself 
in their position. My perspective must 
necessarily be purely objective. But when 
I go back and think of what is basically 
right and on what grounds they have to de- 
mand this, I think of other creatures of na- 
ture. The tiger doesn’t consort with the 
lion when sundown comes. Each goes to 
his own den. The fox doesn’t knock on the 
kennel door to lie down with the hound, 
though they are closely related. The duck 
and swan do not fly North together. I do 
not know that there is any sociologic or bio- 
logic law that says we must integrate two 
elements of our society that are presently 
as separate and diverse as are these two 


races. 


NORTH CAROLINA MEDICAL JOURNAL 


July, 1960 


We now have the problem of what to do. 
First, I propose to reactivate and enlarge 
the committee appointed by Dr. Owens, I 
propose to strengthen it, to confer with it 
and ask it then to study and recommend 
what we can do as a Society to meet this 
situation. It occurs to me that we can do 
two things: We can stand our ground, for 
I cannot see that we have erred. We can 
say to our Negro physicians: “You can 
have scientific membership. That entitles 
you to participate, nominate, and vote. That 
entitles you to all privileges except social 
functions.” Or, we can do as other groups 
have done. We can leave this organization, 
the Medical Society of the State of North 
Carolina, exactly as it is now and, without 
change of constitution or by-laws, omit all 
social functions. We can then, by whatever 
maneuver is necessary, make membership 
in the Society tie in with license to practice 
medicine in North Carolina and require 
membership and regular attendance at 
meetings. Then we can be assured of hav- 
ing our brethren with us for scientific ses- 
sions. If we desire to have social functions, 
and no doubt we will, this can be accom- 
plished by invitation only under the aus- 
pice of some other organization. 


Other Considerations 


There are other things of which I am 
mindful. The format of our Annual Meet- 
ing will be changed, as authorized by the 
House of Delegates. We will hold perhaps 
three general sessions in the mornings, 
with a program which would have contin- 
uity of a sort involving the areas of the 
specialty sections. It would be a_ broad- 
spectrum program, and participating in it 
would be surgeons, internists, pathologists, 
radiologists, and others. 

If time permitted, I would discuss with 
you in some detail other matters of interest. 
However, I will briefly mention one or two 
of most interest. 

Dr. Wilburt Davison, who is soon to re- 
tire as Dean of the Duke University School 
of Medicine, is proposing a change in the 
accepted plan for the first year internship 
in North Carolina. This plan would set up 
an acceptable teaching and training pro- 
gram in our better community general hos- 
pitals. Each of our three medical schools 
would, by agreement, discontinue their one 
year of internship and run only a residency 
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training program. This change would chan- 
nel, for one year at least, young doctors 
through hospitals whose major purpose is 
to treat and alleviate disease and suffering. 
This could give these young men a better 
perspective upon which to decide their fu- 
ture interest and training as physicians. 
Much work, salesmanship, and persuasion 
will be required if this excellent idea is ever 
put into practice. 

Dr. Wingate Johnson, editor of your 
NORTH CAROLINA MEDICAL JOURNAL, has 
assured me that I will be given a page in 
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every issue of our JOURNAL this year. I 
promise you that I will use this page in 
each issue to keep you abreast of problems 
and progress of our Medical Society as I see 
them. Some ideas and proposed innova- 
tions may be controversial; however, their 
purpose will be to escape from conformity 
and mediocrity. I will at all times welcome 
comments and ideas from all our member- 
ship. 


Again I am grateful to you for permit- 
ting me the honor of appearing before you. 


Bad Politics and Good Medicine Don’t Mix 


Louis M. Orr, M.D. 
ORLANDO, FLORIDA 


It was with a certain amount of sorrow 
that I read in the newspapers recently that 
Congressman Aime Forand will retire from 
Congress at the end of his present term for 
reasons of health. As a newspaper report 
of the story said: “His doctors wanted him 
to quit two years ago.” Of course, all of us 
hate to see Mr. Forand go. But on the 
other hand, as physicians, we are obliged 
to regret that he did not follow his doctors’ 
advice two years ago. 

Unfortunately, the legislation that has 
become identified with Mr. Forand will not 
be retired with him. We know that other 
bills providing health insurance for the 
elderly—financed through Social Security— 
will be around Congress for some time to 
come. There seems to be a general belief 
among the pseudo-philanthropists in Wash- 
ington that the only way to help the aged 
meet their medical and hospital bills is to 
soak the rest of the population by raising 
the Social Security taxes. This belief seems 
to be so untouchable that it is now an un- 
official creed of some politicians, and any- 
one who does not subscribe to it is branded 
as inhuman and callous. 

As you know, many different bills have 
been introduced in both houses of Congress 
in recent months to provide some form of 
help to the elderly. Those measures which 
would saddle the taxpayer and wage- 
earner with the bill are enthusiastically 
hailed by Forand supporters. 


Presented at the President’s Dinner, before Medical Society 
of the State of North Carolina, Raleigh, May 10, 1960. 


From the midst of all the politicking and 
pompous oratory surrounding such mea- 
sures, one crude fact emerges: Health care 
for the aged has become a political issue, 
and it will be used to campaign for votes 
in the fall. Personally, I regard this as a 
wretched example of political expediency. 
It has been obvious for several months 
that, in the absence of any strong issues, 
the coming national elections might be 
rather dull this year. Consequently, the 
question of health care for the aged has 
been seized upon as a seemingly clear-cut 
issue . . . something to get emotional about 

. . something to win votes with. 

In the course of all this, physicians in 
general and the American Medical Associa- 
tion in particular have been villified for 
not endorsing these measures. Because we 
oppose the Forand bill and similar mea- 
sures, we are called heartless scoundrels. 
It is implied that we are fighting tooth- 
and-nail to keep the nation’s elderly in a 
condition of abject poverty, without medi- 
cal care. 

Of course this is nonsense. There is no 
doubt that we have opposed Forand-type 
legislation. However, we have never said 
we opposed helping the aged meet their 
medical and health expenses. While we are 
very willing to consider reasonable pro- 
posals which would result in actually help- 
ing the aged, we can see no reason why the 
government must pick the pockets of the 
younger generation to pay for the health 
care of the old people. I make the point of 
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our willingness to consider sound measures 
because it will clarify what I plan to say 
in a few minutes. 

This entire question of government medi- 
cine is a radical departure from the tradi- 
tions which raised the United States to 
such greatness. Throughout history our 
nation has championed the voluntary ap- 
proach to health and medical care. Our 
physicians have functioned on an _ unre- 
stricted, private basis, either as solo prac- 
titioners or in a group of doctors forming 
a clinic or group practice. We always have 
spurned any form of national compulsory 
health care. 

In recent years, however, our federal 
government has been taking an increased 
interest in health and medical matters. 
This interest has manifested itself along 
lines we are convinced would be dangerous 
for the health of the nation. For example, 
just since 1953 a total of 2,194 health and 
medical bills have been introduced in Con- 
gress. This total does not include those that 
already have been introduced and will be 
offered in the second session of the present 
Congress. 


Veterans’ Medical Care Program 


I could list any number of examples of 
the growing interest of Congress in health 
matters, but let us start with the veterans’ 
medical care program in the United States. 
Let us take a quick look at what has hap- 
pened. 

The original motive for this program 
was the desire to provide care for any vet- 
eran who had become disabled while serv- 
ing his country. Such a desire was, and 
still is, a sound, humanitarian motive and 
a legitimate obligation of the federal gov- 
ernment. Over the last 35 years, however, 
the program has been expanded to provide 
care for the veteran who suffers a dis- 
ability after his discharge from _ service 
and one that has no relation to his military 
duty. The reasons for this expansion can 
be traced to politically motivated acts of 
our Congress, as well as to vigorous pres- 
sure by lobbying organizations. 

In 1917 legislation was first passed to 
provide medical services and supplies to 
veterans with service-connected disabilities. 
Six years later Congress broke the ice and 
authorized care for non-service-connected 
cases, because some beds had become avail- 
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able through a reduction in the load of pa- 
tients with service-connected conditions. 
This provision applied only to certain 
veterans. 

A year later, the doors were opened 
wider to include more veterans. Within two 
years (1926) 17 per cent of all patients in 
veterans hospitals were receiving treat- 
ment for diseases or injuries not related to 
military service. And in that year the 
doers to the veterans hospitals were swung 
completely open. 

Two years later (by 1928) 49 per cent 
of all admissions were for non-service- 
connected cases. By 1931 this figure had 
jumped to 71 per cent. In 1954 more than 
83 per cent of the patients discharged from 
veterans hospitals had disabilities not con- 
nected with military service. 

During the last 30 years the argument 
for care for non-service-connected cases 
has been that as long as extra or vacant 
beds are available, the beds should be used 
for indigent veterans who have non-service- 
connected disabilities or illnesses. Well, 30 
years ago our nation had only 9,500 “ex- 
tra” beds. Today there are more than 
80,000. 

The VA costs have skyrocketed from 37 
million dollars in 1934 to 843 million 
dollars in 1959. Perhaps even more impor- 
tant than the cost of this particular fed- 
eral program, however, is the development 
of greater federal control of our medical 
schools as the private teaching hospitals 
drop internships and residencies because 
of inability to compete with the VA hospi- 
tal inducements. And these are paid for by 
our tax dollars. I fear that federal pro- 
grams such as this can lead to a large num- 
ber of physicians whose total hospital ex- 
perience during their education will have 
been under the federal eye—from clinical 
clerkship to completion of residency. 

There are many, many more problems 
connected with the veterans program, but 
to examine each would take considerable 
time. From this brief discussion, however, 
you get some idea of the error in allowing 
the federal government to expand a legiti- 
mate program until it “covers the water- 
front.” 


Health Plans and Social Security 
As I mentioned earlier, one of our major 
reasons for opposing Congressional health 
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schemes is because they would be operated 
under the Social Security Administration. 


When the Social Security Act became 
law in 1935, it contained 15 titles covering 
a wide range of subjects, including old age 
“insurance,” aid to the blind, aid to de- 
pendent and crippled children, aid to the 
needy aged, grants for maternal and child 
welfare, and unemployment compensation. 

The A.M.A. has not taken any position 
before or since 1935 about the wisdom or 
desirability of the over-all Social Security 
program. In fact, the act might never have 
become a matter of concern to the medical 
profession had it remained in or near its 
original form. 

The act was amended drastically in 1939, 
particularly in regard to Title II, which 
covered old age insurance programs. Few 
substantial changes were made _ between 
1939 and 1950. Since then, however, the 
act has been amended substantially in 
every election year—1952, 1954, 1956, and 
1958. 

The original provisions of Title II were 
designed to compel the employed worker to 
set aside a certain amount of his earnings 
for his old age. It applied primarily to 
workers in commerce and industry. The act 
did not and was not intended to cover self- 
employed persons, farmers or professional 
people, among others. 

Title II was originally limited to lump 
sum death benefits and monthly old age 
payments for covered employes who had 
paid into the system. Four years after 
adoption, the act was amended radically to 
allow monthly benefits for dependents and 
survivors. 

In 1950 some 10 million workers were 
brought under the protective wings of the 
Social Security Act, and in 1954 coverage 
was forced on farmers, lawyers, dentists, 
and additional farm and domestic em- 
ployes. State and local government em- 
ployes, ministers, and members of religious 
orders were offered a means to accept cov- 
erage voluntarily. 

The only large groups not now covered 
by the act are federal government em- 
ployes—who have their own _ retirement 
program—and physicians. 

The A.M.A. has opposed inclusion of 
physicians for philosophic and economic 
reasons. Our philosophic arguments are 
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based on the theory, history and long-range 
prospects for social insurance systems. In 
other countries, such schemes have grown 
from retirement payments to survivorship 
payments to temporary cash sick benefits, 
and finally to national compulsory health 
insurance. 


In the United States, Social Security is 
following the same pattern. It has pro- 
gressed farther and farther away from its 
original purpose of providing financial 
protection for aged citizens and has moved 
closer and closer to the paternalistic, gov- 
ernment concept of ‘“‘womb-to-tomb” cov- 
erage. 


Economically, few physicians would bene- 
fit from the retirement features of Social 
Security since most doctors continue work- 
ing long after their sixty-fifth birthdays. 
We in the A.M.A. also feel that our ap- 
proval of compulsory coverage would tend 
to dilute the strength of our continuing 
struggle against government medicine via 
amendments to the Social Security Act. It 
is well known that advocates of federal 
medicine have long envisioned the act as a 
vehicle for providing all-embracing gov- 
ernment health care. This ultimate objec- 
tive was openly presented to Congress in 
1943 when a national health insurance bill 
was introduced. Although it not 
passed, versions of this 1943 legislation 
have been presented in every Congress 
since then. 


From 1948 to 1951 the bills received 
their greatest attention. It took a long and 
active campaign against this type of legis- 
lation by the medical profession and num- 
erous other groups to convince Congress 
that Americans wanted no part of govern- 
ment medicine. 


Government Medicine vs. 
Voluntary Insurance 


In our country, the government’s medi- 
cal activities are on a massive scale, and 
they continue to grow. Last year for all 
health programs—research, medical care, 
public health—the government spent 62 
per cent more than it did five years before. 
Programs in 22 separate agencies and de- 
partments of the U. S. government range 
from cancer research to federal employee 
clinics, The total cost last year was about 
23/4 billion dollars. 
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Today nearly 38 million persons are eli- 
gible to receive all or part of their medical 
care from or through the federal govern- 
ment. Both as a physician and as a tax- 
payer, I would like to know where this is 
going to stop! 

In our country, nearly 125 million per- 
sons have some form of voluntary, non- 
government health insurance. This is about 
five out of every seven persons. And more 
and more persons are signing up for such 
health insurance coverage. 

So you see, this coin has two sides—on 
one side the federal government is expand- 
ing its activities in the medical care field, 
while on the other voluntary methods are 
providing more and better non-government 
health insurance for Americans. 

The American Medical Association be- 
lieves the voluntary system should be al- 
lowed to function freely and to provide for 
the health care needs of the American 


POLITICS AND MEDICINE—ORR 267 


people. Our opponents sit back and whine: 
“Let the government do it.” 

The medical profession, along with its 
many allies in the health field, is trying to 
halt the current piecemeal attempts to 
bring complete federal control of medical 
care and the medical profession. Already 
our opponents have made far too many 
gains, and the struggle has become a “do 
or die” fight to keep the private practice 
of medicine alive in the United States. 


Conclusion 

This, then, is the situation. I can promise 
you the A.M.A. will do all in its power to 
maintain the free enterprise system, the 
private practice system, and the voluntary 
approach to health and medical care. We 
will do so because these methods have 
brought to the American people the highest 
possible degree of medical care and knowl- 
edge, and it will bring them even greater 
care in the future. 


Three Great Challenges 


LEONARD W. LARSON, M.D.* 
BISMARK, NORTH DAKOTA 


As you know, American medicine is en- 
tering into a decade that may be its great- 
est—or its most disastrous. I am sure you 
are well aware of the innumerable chal- 
lenges and problems that lie ahead of us, 
many requiring our immediate attention. I 
want to speak about three of these chal- 
lenges. 


Medical Education 


One which requires careful study and 
the positive approach is the task of improv- 
ing both the quality and the quantity of 
our medical education facilities. Here, we 
must plan ahead to maintain an adequate 
supply of well trained physicians to meet 
the future medical needs of the American 
people. 

For the past 30 years or more, the pro- 
duction of new physicians by our medical 
schools has kept up with the nation’s grow- 
ing population. Times are changing, how- 
ever, and we cannot be complacent. Our 
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population is increasing. Medical knowl- 
edge is expanding. Medical services are be- 
coming more complex. And the American 
people are showing greater interest in both 
the quality and availability of health 
services. 

In recent years there have been a num- 
ber of governmental and private studies 
involving the nation’s future needs in med- 
ical manpower. These studies have pre- 
dicted approximately the numbers of phy- 
sicians and medical schools required by 
1975 and thereafter. Opinions differ on the 
variety of statistics and estimates, but 
there is agreement on the need for con- 
structive planning to meet future require- 
ments. Undoubtedly, it will be necessary to 
increase the annual number of medical 
school graduates. 

In December, 1958, the A.M.A. House of 
Delegates adopted a statement on the ex- 
pansion of American medical education. 
Existing medical schools were urged to con- 
sider increasing their enrollments and de- 
veloping new facilities. The House also en- 
couraged the creation of new four-year 
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medical schools and two-year basic science 
programs by universities which can pro- 
vide the proper academic and clinical set- 
ting. This expansion, the House empha- 
sized, should be based upon careful, con- 
tinuing study of the changing needs in all 
categories of medical activity. 

In addition, the American Medical As- 
sociation is encouraging medical schools to 
experiment in new programs aimed at 
bringing about continual improvement in 
the quality and content of their curricula. 
For example, the new medical school stand- 
ards approved in June, 1957, are intended 
to provide flexible guides which will dis- 
courage excessive concern with standariza- 
tion, but which also will stimulate each 
medical faculty to provide a well integrated 
educational program in accordance with its 
own particular setting. 


Recruitment 

Meanwhile, the A.M.A. has developed an 
expanded career guidance program to re- 
cruit qualified, dedicated young people into 
the study of medicine. There is definite 
need for more intensive effort along these 
lines—from the national level all the way 
down to the grass roots of the doctor’s 
home town or neighborhood. 

Too many superior students are attracted 
by other sciences which, in this age of 
electronics, nuclear energy and space ex- 
ploration, may seem more exciting or glam- 
orous. Others are drawn to careers which 
may appear to be more lucrative or more 
easily attained, or less demanding. Many 
of these young people are discouraged by 
the length and cost of a medical education. 

Recruitment and expansion in medical 
education are, of course, closely related 
problems. Recognizing this at the Dallas 
meeting last December, the A.M.A. House 
of Delegates approved the creation of a 
special committee to “‘present a scholarship 
program, its development, administration 
and the role of the American Medical As- 
sociation in fulfilling it.” Such a program 
also could include provision for student 
loans. 

The same committee will study these 
seven other major questions: 

—How far can medical schools expand 
their student bodies while still maintaining 
a high quality of medical education? 

—What universities can support new 
medical schools with qualified students and 


July, 1960 


sufficient clinica] material for teaching— 
either on a two-year or a full four-year 
basis? 

—How to obtain competent medical fac- 
ulties? 

—How to finance the expansion and es- 
tablishment of medical schools? 

—How to finance medical education in 
the most economical ways commensurate 
with high quality training? 

—How to recruit well qualified students 
into the study of medicine . . . and, finally, 

—What are the possibilities of relaxing 
some of the geographic restrictions which 
affect the admission of medical school stu- 
dents? 

This new committee was asked to make 
its first report at the A.M.A. June meeting. 

I urge you and the entire profession— 
practicing physicians, teachers, adminis- 
trators, researchers, medical societies, pub- 
lic health personnel, and medical schools— 
to give full cooperation to this study. 
Through all possible channels I hope that 
you will make your ideas and suggestions 
available for this long-range project aimed 
at the continuing improvement of Ameri- 
can medical services. 


Third Parties 


Still another challenge to all of us is the 
task of bringing about better understand- 
ing and cooperation between medicine and 
the various third parties involved in med- 
ical care plans and health insurance. 

You may recall that last June the A.M.A. 
House of Delegates, in acting upon the 
recommendations of the Commission on 
Medical Care Plans, adopted these key 
statements on freedom of choice of physi- 
cian: 

The American Medical Association believes 
that free choice of physician is the right of 
every individual and one which he should be free 
to exercise as he chooses. 

Each individual should be accorded the priv- 
ilege to select and change his physician at will 
or to select his preferred system of medical 
care, and the American Medica] Association 
vigorously supports the right of the individual 
to choose between these alternatives. 

Those statements were reaffirmed at the 
Dallas meeting last December. Some mem- 
bers of the profession felt, however, that 
there had been a certain degree of misun- 
derstanding or misinterpretation of the 
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action taken last June. Therefore, at the 
Dallas meeting, in order to clarify and 
strengthen its position on the issue of free- 
dom choice, the House also adopted this 
additional statement: 


Lest there be any misinterpretation, we state 
unequivocally that the American Medical Asso- 
ciation firmly subscribes to freedom of choice 
of physician and free competition among phy- 
sicians as being prerequisites to optimal med- 
ical care. The benefits of any system which pro- 
vides medical care must be judged on the degree 
to which it allows of, or abridges, such freedom 
of choice and such competition. 

In other words, the medical profession 
recognizes a person’s right to choose the 
kind of medical care plan he wants—in- 
cluding a closed panel plan. At the same 
time we believe emphatically that the best 
medical care comes about when the patient 
has maximum freedom of choice and the 
doctor has maximum freedom of profes- 
sional action. I think, however, that all of 
us must do a much better job of explaining 
to the public, and to those who sponsor 
medical care or health insurance programs, 
just why these principles are vita] to high 
quality medical service. 

I urge you to cooperate sincerely in all 
national, state and local activities aimed at 
bringing about better understanding. In my 
opinion, all of us should bear in mind that 
labor unions, industry, and other third 
parties in the medical] care field are trying 
to meet a need under our American system 
of private enterprise. It seems to me that 
all of us—despite differences of opinion on 
certain points—should be working together 
in the fight against a common danger: gov- 
ernment encroachment which ultimately 
could destroy our entire system of private 
medicine and voluntary health insurance. 


Physician-Hospital Relationships 


Another difficult issue which concerns 
the entire medical profession is the problem 
of physician-hospital relationships. I would 
not attempt to cover all the complexities 
and variations of this subject, but again I 
would like to report to you on the latest 
policy developments in this area. 


1951 Guides for Conduct 

The A.M.A. House of Delegates, at the 
Dallas meeting received a dozen resolutions 
on the subject of physician-hospital rela- 
tionships. The House did not act upon any 
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of those resolutions. Instead, to remove any 
doubt about its position, the House reaf- 
firmed the 1951 “Guides for Conduct of 
Physicians in Relationships with Institu- 
tions.” It also declared that “all subsequent 
or inconsistent actions are considered su- 
perceded.”’ 


If I may, I should like to refresh your 
memories by quoting just three brief para- 
graphs of those 1951 guides. They sum- 
marize general principles which should be 
used as a basis for adjusting controversies. 
Again I quote: 

1. A physician should not dispose of his pro- 
fessional attainments or services to any hospital, 


corporation or lay body by whatever name called 
or however organized under terms or conditions 
which permit the sale of the services of that 
physician by such agency for a fee. 

2. Where a hospital is not selling the services 
of a physician, the financial arrangement if any 
between the hospital and the physician properly 
may be placed on any mutually satisfactory 
basis. This refers to the remuneration of a phy- 
sician for teaching or research or charitable 
services or the like. Corporations or other lay 
bodies properly may provide such services and 
employ or otherwise engage doctors for those 
purposes. 

3. The practice of anesthesiology, pathology, 
physical medicine and radiology are an integral 
part of the practice of medicine in the same 
category as the practice of surgery, internal 
medicine or any other designated field of medi- 
cine.” 


In addition to reaffirming the 1951 
guides, the A.M.A. House of Delegates 
recommended that the medical profession 
strengthen relationships with hospitals by 
action at state and local levels. And, finally, 
it also urged the A.M.A. Board of Trustees 
to continue to maintain liaison with the 
American Hospital Association’s Board of 
Trustees. 


This is a highly complex issue with legal 
and professional ramifications which vary 
greatly in different states and communities. 
In my own view, our best hope for sound, 
lasting solutions would be in developing 
effective liaison between physicians and 
hospitals at the state and local levels. 


Both of us—physicians and hospitals— 
must think primarily of public welfare and 
community responsibility. At the same 
time, we doctors have a duty to protect 
those ethics and traditions which contri- 
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bute to high quality medical care, and 
which safeguard the patient against all 
possible kinds of exploitation. 


I hope that physicians everywhere will 
work especially hard to help bring about 
better communication and understanding 
on the state and local level. 
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Conclusion 

Among the many challenges facing medi- 
cine, I have outlined but three—expansion 
of our medical education system, relation- 
ships with third parties, and physician-hos- 
pital relations. 

I am confident that my fellow physicians 
in North Carolina will measure up to these 
long, hard tasks ahead. 


Generalized Salivary Gland Virus Disease 


In Post-neonatal Life 


CHARLES F. GILBERT, M.D. 
CHAPEL HILL 


The clinical and pathologic features of 
generalized salivary gland virus disease in 
the newborn and adult are well known. It 
is not so well known that the disease has a 
post-neonatal phase in which the clinical 
and pathologic features have not been well 
defined. This hiatus in knowledge is due in 
part to the rarity with which the disease 
occurs in this age group. The following 
case is reported to emphasize some features 
of the post-neonatal phase of the disease 
and to indicate certain diagnostic methods 
which have been recently described. 


Neonatal Form 


The disease in the neonatal age group 
has two distinct forms. The first is asymp- 
tomatic involvement of the salivary glands, 
which is found in 10 to 30 per cent of un- 
selected autopsies. The second is the dis- 
seminated form, which presents a _ char- 
acteristic clinical picture and has an espe- 
cially high incidence in premature infants. 
The characteristic findings are jaundice, 
hepatosplenomegaly, cutaneous petechiae, 
anemia and thrombocytopenia, which are 
present at birth or develop within the next 
few days. The virus is pantropic, involving 
the kidneys, liver and lungs more common- 
ly, but frequently is present in the brain, 
pancreas, thyroid, gut or other organs. The 
mode of dissemination is thought to be 
transplacental, occurring early in the ges- 
tation. The mechanism liberating the virus 
from the mother’s salivary glands and caus- 
ing the maternal and fetal viremia is un- 
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known. An interesting feature is that the 
fetal organs receiving a large amount of 
blood are involved more frequently and 
more extensively. The prognosis in the dis- 
seminated disease is grave in contrast to 
that in the localized or asymptomatic forms. 


Adult Form 

Disseminated salivary gland virus dis- 
ease is extremely uncommon in adults, 
only 35 cases having been published in the 
world literature’’’. The disease has been re- 
ported only as a complication of a chronic 
debilitating disease or its treatment. A pri- 
mary neoplasm of the _ reticuloendothelial 
system, refractory anemia, leukemia, renal 
disease, and other less common debilitating 
diseases have been associated with a ma- 
jority of reported cases. The symptoms of 
the adult form are those of the primary 
disease and of respiratory distress second- 
ary to an interstitial pneumonia caused 
by the salivary gland virus. The pneumonia 
in many cases, both adult and neonatal, is 
associated with an infestation by Pneumo- 
cystis carinii. This latter organism is 
thought to be a protozoan, but its classifica- 
tion is uncertain. It is associated with 
salivary gland virus disease in up to 50 per 
cent of cases. 


Post-neonatal Form 


The disease in this age group differs 
somewhat from that of the newborn and 
the adult. It usually presents as a severe 
respiratory infection or gastroenteritis. 
Renal and hepatic dysfunction occur, but 
are less common. The disease is usually 
manifest between 2 and 4 months of age, 
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but has a range of 3 weeks to 32 months’). 
Prematurity has not been correlated with 
the development of the disease. As in the 
neonatal group, there has been, to date, an 
unrelenting progression of symptoms until 
death, which may be as long as two or 
three months. 

The organ involvement in this age group 
is similar to that of the newborn. The lungs, 
kidneys, and liver are commonly affected, 
and other organs less frequently. As in the 
present case, the clinical picture is not well 
defined, but the disease should be suspected 
in children with an unremitting pneumonia 
or gastrointestinal disturbance, especially if 
hepatosplenomegaly accompanies either. 

Development of the fulminant disease 
in newborn infants is apparently related to 
the fetal viremia and the inability of the 
infant to produce antibodies. The same 
factors may be present in adults with a 
chronic debilitating disease. Most cases in 
the post-neonatal period apparently have no 
precipitating illness. 


Case Report 


The patient was a 12 month old white 
girl referred to North Carolina Memorial 


Hospital because of stiffness and weakness 
of the right arm and leg observed since the 
age of 3 months. There had also been fail- 
ure to attain normal muscular development 
and skill. 

The child was the product of a normal 
pregnancy, but during the nine-hour labor 
arrest occurred, and she was delivered with 
low forceps. She cried spontaneously and 
her color was good. The mother and father 
were healthy and had no other children. 

On the first clinic visit, at 12 months of 
age, she weighed 2114 pounds and was 3014 
inches in length. The head circumference 
was 161/4 inches, slightly below the third 
percentile for her age. The right elbow and 
knee were flexed, and spasticity was pre- 
sent in these limbs. The right leg was 14 
inch shorter than the left, but mobility at 
the hip joints was normal. There was a pos- 
sible homonymous hemianopsia on the right. 
An electroencephalogram had evidence of 
left cerebral damage. 

The patient returned at 14 months of age 
because of seizures characterized by sudden 
dropping forward from a sitting position, 
turning of the head toward the left, and 
clonic motions of the left leg. These lasted 
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about 30 seconds. Occasionally vomiting 
followed. The seizures had begun 12 days 
prior to this visit, and occurred about five 
times a day for the first five days, and 
thereafter about every half hour. The fam- 
ily physician had prescribed phenobarbital, 
following which the seizures became less 
frequent. The physical findings were un- 
changed. Because the seizures had contin- 
ued to occur, the dosage of phenobarbital 
was increased and Dilantin was also pre- 
scribed. 

She was admitted to this hospital at 1514 
months of age because of an “urticarial- 
like” rash and fever which had been pre- 
sent for the previous 11 days. The rash had 
begun over the neck and upper trunk and 
finally spread over most of the body. Dilan- 
tin was discontinued four days after the 
rash developed. About three days before 
admission her throat became red and she 
began to cough frequently. The white cell 
count then was 16,750, with 51 per cent 
segmented forms and 47 per cent lympho- 
cytes. She had retained little food. Her 
bowel movements had become more fre- 
quent and softer than usual, and she had 
urinated only twice a day for the previous 
three days. Her feet were swollen. 


On admission the temperature was 101 F., 
pulse 110/min., respirations 20/min. and 
the weight was 20 pounds. The skin was 
covered with a partly confluent erythema- 
tous macular rash, with beginning desqua- 
mation in the diaper area. Axillary and in- 
guinal lymph nodes were slightly enlarged. 
The lungs were clear despite frequent 
coughing. The liver had descended 5 cm. 
below the right costal margin. The hands 
and feet were moderately edematous. The 
neurologic findings had not changed. 


The hematocrit was 47 per cent, and the 
leukocyte count was 45,250 mm’, with 48 
per cent granulocytes, 25 per cent lympho- 
cytes and 17 per cent monocytes. Many of 
the monocytes and lymphocytes were atyp- 
ical and questionably immature. A test (fer- 
ric chloride) for phenylpyruvic acid in the 
urine was negative. A trace of albumin was 
present in the urine, with 10 to 15 leuko- 
cytes and an occasional erythrocyte. A 
growth of Escherichia coli was obtained 
from the urine culture. X-ray films of the 
skull were interpreted as showing micro- 
crania. 
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Hospital course 

Hydrocortisone and intravenous fluids 
were given and improvement occurred dur- 
ing the initial few days. After about two 
weeks, however, the patient began having 
up to 18 watery stools a day. The main 
problem during the remainder of her life 
was that of hydration and electrolyte bal- 
ance. The dermatitis improved at times, 
but eventually progressed to exfoliation, 
with superimposed bullous eruptions. On 
one occasion hemorrhagic vesicular lesions 
were present on the hands, arms, feet, buc- 
cal mucosa, and lips. Phenobarbital had 
been discontinued on admission, but there 
were no more seizures. In addition to ster- 
oids and intravenous fluids, she was given 
antibiotics and intravenous salt-poor albu- 
min and blood. Despite all efforts and med- 
ication, her condition slowly deteriorated. 
During the three months’ hospitalization 
the blood urea nitrogen rose from 3 to 22 
mg. per 100 ml., the hematocrit decreased 
to 35 per cent, and the leukocyte count re- 
verted to normal. Platelets were present on 
all peripheral blood smears. Weight de- 
creased to 12 pounds, although edema of 
the extremities appeared to increase. The 
total proteins were 5.4 Gm. per 100 ml. 
with an albumin of 2.8 Gm. per 100 ml. On 
the day before death pulmonary edema and 
tachycardia developed and she became cy- 
anotic about the lips. Following the admin- 
istration of digoxin, morphine and oxygen, 
some improvement was noted, but she died 
shortly afterwards in apparent congestive 
heart failure. 
Autopsy findings 

At autopsy the body was markedly ca- 
chetic. Extensive areas of exfoliative der- 
matitis were scattered over the trunk and 
limbs; these were especially marked over 
the scalp. The lesions were slightly de- 
pressed and covered with a reddish-brown 
crust. The epidermis was lost in many 
fields and was replaced by a fibrinopurulent 
exudate containing gram positive cocci. In 
adjacent zones, vesicle formation and loss 
of the normal epidermal pattern were pre- 
sent. A chronic cellulitis was present in all 
areas examined. Neither intranuclear nor 
cytoplasmic inclusion bodies were present 
in any section of skin. 

Each pleural space contained 10 cc. of 
serous fluid, but no adhesions, The lungs 
were slightly heavy and remained distended 
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after removal from the cavity. The pleural 
surfaces were normal. The cut surfaces of 
the lungs were wet and exuded a slight 
amount of frothy fluid on compression. A 
generalized chronic interstitial] pneumonia 
with focal areas of atelectasis was present. 
Scattered throughout the alveolar spaces 
were large cells measuring 30 to 40 micra 
in diameter (figs. 1, 2). They contained dis- 
tinct oval or rounded nuclear inclusion 
bodies which were about 10 micra in di- 
ameter and surrounded by an_ optically 
clear halo. The cytoplasm was eosinophilic 
and contained irregular basophilic inclu- 
sion bodies. The inclusion bodies stained 
well with hematoxylin and eosin. 

The heart and great vessels were normal. 

The abdominal organs were grossly 
normal but small for the patient’s age. The 
liver had a norma! lobular pattern, but 
contained many small foci of hematopoietic 
cells. Intranuclear or cytoplasmic inclusion 
bodies were not found. 

The kidneys were normal grossly, but the 
anatomic pattern was that of a newborn 
infant: the glomerular tufts were com- 
posed mainly of large cuboidal cells rather 
than the flattened epithelium seen in nor- 
mal infants of this age. The epithelial layer 
of most capsules was composed of similar 
cells. Many of the tubules were dilated, and 
in some fields the epithelial cells were large 
and contained intranuclear and cytoplasmic 
inclusion bodies identical to those described 
in the lungs (fig. 3). The inclusions were 
less frequent than in the lungs and were 
present mainly in the proximal tubular 
cells. 

Examination of tissue from the thyroid, 
parathyroid, thymus, lymph nodes, skin, in- 
testinal tract, bone marrow, adrenal glands, 
pancreas and spleen failed to reveal cellu- 
lar inclusion bodies, Permission for exam- 
ination of the central nervous system was 
not obtained, The salivary glands were not 
removed because the nature of the disease 
was not suspected at the time of autopsy. 
Cultures for viruses were not made. 


Comment 

The most interesting feature of the pre- 
sent case is that of the severe, unremitting 
diarrhea. A correlation of diarrhea with 
intestinal involvement is difficult, since 
diarrhea has been reported both in the ab- 
sence and presence of inclusion bodies‘*). 
In some cases, moreover, typical nuclear in- 
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Fig. 1. Photomicrograph of the lung demonstrat- 
ing the large intra-alveolar cells containing nuclear 
and cytoplasmic inclusion bodies. A marked inter- 
stitial pneumonia is also present. (Hematoxylin and 
Eosin 100x) 


inclusions were found in the gastrointestinal 
cosa when diarrhea is absent. Though no 
inclusions were found in the gastrointinal 
tract, the diarrhea could have been a man- 
ifestation of the generalized disease. 


The dermatitis was thought to be a sen- 
sitivity reaction to either Dilantin or phen- 
obarbital and probably not related to the 
salivary gland virus disease. In several re- 
ported cases, however, a dermatitis has 
been described'*:*’; and in one, typical in- 
clusion cells were present in the sweat 
glands". 


Evidence of renal impairment was sug- 
gested by an increasing blood urea nitro- 
gen, and by slight amounts of albumin and 
leukocytes in the urinary sediment. There 
was no evidence of a bleeding tendency ex- 
cept on the one occasion when hemorrhagic 
vesicles developed over portions of the 
body. The hepatomegaly was secondary to 
congestion and foci of hematopoietic cells; 
such foci are notable features in many 
cases. The splenomegaly was secondary to 
congestion only. Organs other than the 
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Fig. 2. The nuclear and cytoplasmic inclusion 
bodies characteristic of the disease are present in 
the giant mononuclear cells in the alveolus. 
(Hematoxylin and Eosin 400x) 


Fig. 3. Dilated proximal tubule of the kidney 
containing large cells with nuclear and cytoplas- 
mic inclusion bodies. (Hematoxylin and Eosin 600x) 
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lungs and kidneys did not contain typical 
cellular inclusion bodies. 


Correlation of the neurologic manifesta- 
tions and the microcrania of the present 
case with those of generalized salivary gland 
virus disease cannot be made since the cen- 
tral nervous system could not be examined. 
In patients with this disease, however, the 
brain sometimes shows typical cellular in- 
clusions and anomalous developments, sug- 
gesting that the neurologic disease in this 
case may have been due to a malformation 
related to the viral infection. Crome and 
France'®’ report one case associated with 
microgyria and refer to other documented 
cases with microgyria, hydrocephalus, peri- 
ventricular calcification, focal softening 
and hemorrhage, and other lesions. The 
periventricular calcification has important 
diagnostic implications and is discussed be- 
low. 


The factor or factors responsible for ac- 
tivation of the apparently latent infection 
in this child are not evident, as is true in 
most instances of the post-neonatal group. 
It is possible that the drug reaction low- 
ered cellular resistance and allowed a dor- 
mant, localized disease to become dissem- 
inated. It is also possible, however, that all 
signs and symptoms were related solely to 
dissemination of the salivary gland virus. 


Diagnosis 


In most cases the disease is rarely diag- 
nosed during life. Hematologic studies are 
nonspecific, commonly showing a moderate 
lymphocytosis and slight immaturity of the 
leukocytes. A normocytic anemia and 
thrombocytopenia occur in many neonatal 
cases. With renal involvement there may be 
a rise in blood urea nitrogen; albumin and 
leukocytes may be present in the urine. 
Liver function tests may detect parenchym- 
al cell damage. All of these abnormalities 
are nonspecific. 


The most specific means of diagnosis at 
the present is the demonstration by cyto- 
logic examination of inclusion-bearing cells. 
The typical cells may be found in the urine, 
bronchial secretions, or gastric washings. 
The kidneys are commonly involved in both 
the neonatal and post-neonatal phase, and 
the most rapid, simplest, and cheapest means 
of establishing a positive diagnosis in these 
age groups is by cytologic examination of 
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the urinary sediment. In some post-neona- 
tal cases and in adult cases, examination of 
sputum or gastric washings may establish 
the diagnosis, since patients in these groups 
frequently have pulmonary involvement. 
Details of collection and preparation of 
specimens are given in the excellent review 
by Nelson and Wyatt’. With central nerv- 
ous system involvement, these cytologic 
methods applied to the cerebrospinal fluid 
may establish a diagnosis’). Biopsy ma- 
terials from the liver, lungs, and kidneys 
have contained the typical inclusion bear- 
ing cells in routine paraffin sections. 

Radiologic diagnosis is dependent on the 
presence of periventricular calcifications 
which outline the lateral ventricles’). Re- 
covery of the virus by cultural methods has 
been successful'®’, but at present only a 
few centers have the equipment necessary 
for this technique. 


Treatment 


There is no specific treatment. Antibio- 
tics, steroids, gamma globulins, and blood 
have been employed, but, in most cases, 
with disappointing results. It is not known 
whether gamma globulins and blood con- 
tain effective antibodies to the virus, but 
Rowe and others‘’®) demonstrated comple- 
ment-fixing antibodies in 53 per cent of un- 
selected persons between 18 and 25 years of 
age and in 81 per cent of persons over the 
age of 35 years. In a group of newborn in- 
fants, 71 per cent had antibodies, whereas 
in the age group of 6 months to 2 years 
only 14 per cent had demonstrable anti- 
bodies. It has been suggested that pro- 
longed steroid and antibiotic therapy may 
further weaken the host’s defense against 
the disease. 


Summary 


A case of generalized salivary gland 
virus disease occurring in the post-neonatal 
period is presented. A brief discussion of 
the important features in the neonatal, 
post-neonatal and adult forms of the disease 
is included. Recently developed means of 
making an antemortem diagnosis are dis- 
cussed. The value of cytologic examination 
of urine, sputum, or gastric washings in 
making such diagnoses. is emphasized. 
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Antibiotic Resistant 


Pulmonary Staphylococcic Infections 
CAPTAIN GEORGE L. CALVY, MC, USN* 
CAMP LEJEUNE 


Staphylococcic infections have been a 
challenging problem for many years. Be- 
cause of the wide distribution of staphylo- 
cocci in the environment and on human 
body surfaces, the problem will probably 
remain for a long time. 

Impressive evidence of penicillin’s bac- 
tericidal potency was available soon after 
its introduction. Strains of bacteria grad- 
ually emerged, however, that exhibited re- 
sistance to this antibiotic. This was par- 
ticularly evident in the case of Staphylococ- 
cus aureus. Additional antibacterial agents 
were introduced only to lose much of their 
effectiveness as increasing numbers of these 
antibiotic-resistant strains appeared. The 
following outline lists known biologic char- 
acteristics of the staphylococcus which help 
explain its formidable nature. 

1. Toxins and Lysins 

a. Exotoxin (lethal toxin; potent; when elab- 
orated in vivo, its lethal effect appears to 
be delayed until] a critical threshold dose 
has accumulated; associated with necrotic 
and hemolytic reactions in a majority of 
toxigenic strains of Staph. aureus.) 
Enterotoxin (potent toxin acting primarily 
upon the gastrointestinal tract) 
Dermonecrotic toxin (necrotizing toxin; 
hemolysin?) alpha, 
Hemolysin (alpha, beta, gamma, delta; rbe 
lysins) 
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e. Fibrinolysin (dissolves fibrin clots; re- 
stricted essentially to coagulase-positive 
human strains) 

f. Leucocidin (destroys leucocytes) 

Enzymes 

a. Coagulase—regarded as the sine qua non 
for pathogenicity (coagulates citrated or 
oxalated plasma); also neutralizes the anti- 
bacterial activity of normal human serum 
for staphylococci). 

Hyaluronidase (attacks the mucopolysac- 
charide — hyaluronic acid — intracellular 
ground substance; “spreading factor’’) 
Staphylokinase (plasminogen activator) 
(fibrinolysin ? ) 

Penicillinase. This is a notorious substance 
responsible for treatment failures (inac- 
tivates penicillin) 

e. Gelatinase 

f. Proteinase 

g. Lipase 

Note: Pathogenic human (often of hospital ori- 
gin), coagulase-positive staphylococci frequently 
belong to general phage group III, types 80/81. 
These strains can now be further identified by 
fluorescent antibody staining techniques. 


Hospital Experience 


An experience in a large general hospital 
points up facets of the problem‘'’. During 
a two-year period more than 40 cases of 
antibiotic-resistant staphylococcic pneumon- 
ia, principally due to a_hospital-acquired 
strain, were diagnosed and treated. This 
hospital contained a large segment of long- 
term patients, and staphylococcic pneu- 
monia first appeared as a complication of 
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pre-existing major diseases such as car- 
cinoma, lymphoma, and urologic disorders. 
In later instances, staphylococcic infection 
occurred postoperatively in more newly ar- 
rived patients, and suspicion was directed 
toward staff personnel, both medical and 
surgical, as well as nursing attendants, 
who might be carrying pathogenic strains 
and/or hidden lesions (furuncles, boils, 
and so forth). Screening measures were in- 
stituted to identify these carriers and to 
limit the assignment and movement of such 
personnel, Finally, a sharp upsurge in in- 
cidence of staphylococcic infections oc- 
curred at the height of the Asian influenza 
epidemic in the fall of 1957. In addition to 
patients who acquired infections in hospi- 
tal, 1 medical officer, 1 nurse and 5 hospital 
corpsmen fell victim to  staphylococcic 
pneumonia, emphasizing the communicable 
aspects of this disease problem. 

At the beginning of the Asian influenza 
epidemic, a significant number of known 
staphylococcic infections was present in the 
hospital. 


Case 1 


The urgent and widespread character of this 
problem had previously been recognized when one 
of our young staff hospital men was stricken. He 
had suffered from a cold and had resorted to self- 
medication with several different antibiotics during 
a three-week period. During this time his fiancee, 
a hospital WAVE, was hospitalized for furuncu- 
losis, and he had also attended a patient with se- 
vere staphylococcic pneumonia. Shortly thereafter 
he was admitted to the sick list with pleuritic pain 
and signs of pneumonia. A chest roentgenogram on 
the morning he was admitted was interpreted as be- 
ing essentially negative. By afternoon extensive 
infiltration was demonstrable in the right base, 
and by the following morning radiographic find- 
ings revealed areas of consolidation and infiltra- 
tion involving the entire right lung with extensive 
involvement of the left lung. A positive blood cul- 
ture yielded coagulase positive Staphylococcus 
aureus, phage type 52-42B-80/81, the so-called 
“hospital strain.” Despite heroic measures he died 
on the third hospital day. 

This shocking case served to provoke the 
action outlined in table 1. 

The Pneumonia Team consisted of four 
medica] officers who stood a_ telephone 
watch and were available as consultants 
around the clock. Whenever a patient sus- 
pected of having pneumonia was admitted, 
the medical officer got in touch with a mem- 
ber of the team and discussed the general 
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Table 1 
Task Force Staphylococcus 
January 15, 1957 

Antibiotic Control Board—chloramphenicol, 
novobiocin and ristocetin reserved for severe 
infection 
Pneumonia team (telephone watch) 
Epidemiology center 
1. Epidemiology officer 
2. Sanitation technician 
3. Bacteriologist 
4. Representative from Medicine, Surgery, 

Genitourinary, Laboratory, and Nursing 

services. 


problem, the bacteriologic study of the spu- 
tum, and the radiologic changes. In this 
manner a constantly high level of clinical 
awareness of staphylococcic pneumonia was 
maintained. The theme of this operation 
was “do it yourself,” for the admitting doc- 
tor collected and examined the sputum, in- 
terpreted his patient’s x-ray films, and 
sought consultation at the earliest oppor- 
tunity. Diagnosis was made earlier and 
treatment was standardized; tracheostomy 
was performed in 21 cases, both as a pre- 
cautionary and as an emergency procedure. 
These factors are believed to have contri- 
buted significantly to curbing the mortal- 
ity rate in this series, 

Hemolytic, coagulase-positive staphylo- 
coccic pneumonia may present as a ful- 
minant process terminating in death be- 
fore bacteriologic proof can be obtained. In 
such instances as case 1, large doses of in- 
travenous bactericidal antibiotics should be 
given while awaiting bacteriologic confir- 
mation. The following case highlights the 
multiple complications and therapeutic frus- 
trations that may attend a fulminant dis- 
seminated infection. 


Case 2 


A 21 year old white man was referred to the 
Medical Service because of pneumonia, etiology 
undetermined(*), The history revealed that he had 
sustained a fracture of the second cervical verte- 
bra in an automobile accident. Treatment had con- 
sisted of “prophylactic penicillin and streptomy- 
cin” and tong traction. While he was receiving 
these antibiotics, a secondary infection of the 
scalp became evident. Generalized urticaria de- 
veloped, and penicillin was stopped. Two days 
later a fever of 106 F. and a nonproductive cough 
developed. The patient was then started on terra- 
mycin, 500 mg. given intravenously twice daily, 
with no effect. A roentgenogram of the chest re- 
vealed pneumonia in the right upper lobe. Intra- 
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venous terramycin was continued for two days, 
during which time his condition deteriorated rap- 
idly. When received on the Medical Service he was 
semicomatose and cyanotic. 

A tracheostomy was performed and the aspirate 
cultured out hemolytic Staph. aureus, coagulase- 
positive. A culture of the scalp infection and 
blood cultures revealed the same organism. Chlor- 
amphenicol, 500 mg. given orally every four hours, 
was started (before the culture reports were ob- 
tained). During this time his condition worsened, 
with the rapid appearance of left ventricular fail- 
ure and cyanosis. Intravenous sulfadiazine, 3.75 
Gm. every 12 hours, was started; rapid digitaliza- 
tion and phlebotomy were performed, and respir- 
atory support was maintained by a Drinker res- 
pirator. During the next three days the temper- 
ature dropped by lysis, and objective improvement 
was evident; however, on the fourth day, semi- 
coma recurred. 

Sensitivity studies on the material previously 
obtained for culture revealed in vitro sensitivity 
to Aureomycin, bacitracin, chloramphenicol, ery- 
thromycin, nitrofurantoin, neomycin, tetracycline, 
hydrochloride, and novobiocin. In vitro resistance 
was found to dihydrostreptomycin, penicillin, poly- 
myxin B, terramycin, and sulfadiazine. Erythro- 
mycin, 200 mg. given every four hours intramus- 
cularly, and Aureomycin, 500 mg. every six hours 
by nasogastric tube, were administered, resulting in 
a drop of temperature to 102 to 103 F., where it 
remained. Under this regimen, however, the pneu- 
monic process extended to involve the entire right 
lung and the left upper lobe. 

On the fifth day of this phase of the regimen, the 
patient had a right spontaneous pneumothorax, 
with resulting pyothorax and open bronchopleural 
fistula. Subsequent antibiotics and chemical agents 
consisted of combinations of novobiocin, sulfadia- 
zine, erythromycin, and_ streptomycin, during 
which time the patient developed a _ persistent 
tachycardia of 150, pericardial friction rub, electro- 
cardiographic evidence of pericarditis, fixed spe- 
cific gravity of urine, and continuous albuminuria. 
Fever continued between 102 and 104 F., and the 
spleen became palpable. A full-blown septicemia 
was evident at this time. 

All values remained static until ristocetin, 1000 
mg. initially and 250 mg. every six hours, was 
started intravenously, in combination with the 
previously mentioned antibiotics. Ristocetin was 
continued with a gradual tapering in dosage for 
12 days, at which time fever dropped by lysis. 
Evidence of pericarditis disappeared, the spleen 
was no longer palpable, blood cultures became 
negative, dissemination of the pneumonic process 
appeared to be arrested, with localization of em- 
pyema pockets amenable to thoracentesis and 
closure of the bronchopleural fistula. Rapid sub- 
jective and objective improvement of the patient 
ensued. Intravenous ristocetin was discontinued 
after 12 days, and the patient was maintained on 
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oral novobiocin, 500 mg. every six hours, for the 
next two months. 

This case demonstrates the gravity of a 
hospital-acquired staphylococcic pneumonia 
and its complications. Eighteen combina- 
tions of 10 different antibiotics and sulfa- 
diazine were used with no apparent re- 
sponse except for transient response to sul- 
fadiazine, to which resistance quickly oc- 
curred. Erythromycin and novobiocin were 
ineffective; however, when ristocetin was 
added, clinical improvement was _ noted. 
This man was discharged fully recovered, 
and is carrying on at full activity. 


Radiologic characteristics 

Early in this experience it became evi- 
dent that there were radiologic character- 
istics peculiar to staphylococcic pneumonia, 
of high reliability in leading to diagnosis. 

Radiologic Findings 

Rapid Progression—in hours 
Early—small patches of consolidation 
Infiltration c circumscribed translucencies 
Pleural effusion 
Ty pical—pneumatoceles 
Spontaneous tension pneumothorax c¢ or s 
empyema 

Analysis of antibiotic sensitivities re- 
vealed most of the encountered organisms 
in our series to be resistant to the sulfona- 
mides, tetracyclines, streptomycin, and pen- 
icillin, 

Erythromycin, which enjoyed great pop- 
ularity in the surrounding community, 
was ineffective in dealing with our severe 
staphylococcic infections. The best thera- 
peutic results were obtained with chloram- 
phenicol and intravenously administered 
ristocetin. Vigorous supportive therapy in- 
cluded tracheostomy. Gamma globulin was 
administered to 16 patients as adjunctive 
therapy. 

An excellent report by Ede, Davis, and 
Holmes emphasized early surgical therapy 
for complications’*’. Pulmonary complica- 
tions encountered in our experience were 
pneumothorax, empyema, lung abscess, and 
tension cysts. Only 2 patients had signifi- 
cant respiratory disability after recovery. 


Comment 


A recent editorial in the New England 
Journal of Medicine pointed out the critical 
role that combinations of antibiotics may 
have played in bringing about the present 
state of affairs’. The most popular and at 
the same time most dangerous of the anti- 
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biotic combinations is that of penicillin and 
streptomycin, employed to treat many cases 
when streptomycin is almost always redun- 
dant. Unfortunately, it also is used for the 
prophylaxis of infections which it rarely 
prevents. Instead, it has contributed to the 
occurrence and increased severity of anti- 
biotic-resistant infections and serious toxic 
effects. A large number of new combina- 
tions has been introduced. Since none of the 
combinations has clearly shown any thera- 
peutic advantage over the proper use of the 
more effective component alone, the patient 
is unnecessarily placed in “double jeopar- 
dy”—of toxic reactions and of acquiring 
sensitization to both agents. 


Berntsen and McDermott'*) observed 
that the carrier rate among hospitalized 
patients receiving tetracyclines increased 
nearly threefold over the rate among hos- 
pitalized patients receiving no antibiotics. 
In addition, new strains were substituted 
for old among antibiotic treated patients at 
twice the rate observed in untreated pa- 
tients, 


On the basis of substantial evidence sug- 
gesting that multiple-resistant strains of 
Staph. aureus, hospital variety, are of en- 
hanced virulence, Barber and her colleagues 
at Hammersmith Hospital in London made 
a vigorous attempt to cut down the inci- 
dence of infection by these organisms‘®’. 
This effort was combined with strict appli- 
cation of various anti-cross-infection mea- 
sures that had been previously introduced, 
and featured: (1) marked restriction of 
the use of all antibiotics for prophylactic 
purposes; (2) strict limitation of the use 
of penicillin; (3) the general employment 
of double chemotherapy, each drug being 
used in full doses and only for definite in- 
dications. Under this policy a_ significant 
reduction of antibiotic-resistant infections 
occurred and concomitantly the number of 
infections sensitive to penicillin rose sharp- 
ly. 


It may be pointed out that agents like 
Kanamycin, vancomycin and _ristocetin 
have had little tendency to produce resist- 
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ance. Such resistance is difficult to produce 
in vitro. These antibiotics are given intra- 
venously, a limiting factor in their whole- 
sale use. 


Conclusion 


In general, when dealing with severe 
staphylococcic infections, a focus on target 
with a narrow spectrum antibiotic may 
bring best results. Success with ristocetin 
and vancomycin has been attributed to this 
factor. 


Awareness of the manifestations and 
gravity of staphylococcic pneumonia, with 
attention to early diagnosis and decisive 
therapy, both medical and surgical, is to be 
emphasized as essential for the successful 
management of this disease. 


Measures to lessen the incidence of staph- 
ylococcic infections have been effective 
when they have emphasized a return to 
principles of rigid asepsis, isolation of in- 
fected patients and judicious control and 
use of antibacterial agents. Recognition of 
the fact that the use of steroids and anti- 
biotics may actually encourage invasion by 
staphylococci is essential. Observance of 
the foregoing measures may then go far 
toward suppressing, if not eradicating, 
these infections, 
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Some Facts About Nursing in North Carolina 


VIVIAN M. CULVER, R.N. 
RALEIGH 


May I thank the program committee for 
the invitation to appear before this assem- 
bly today. I consider it a real privilege and 
an opportunity to share with you some in- 
formation regarding nursing and nursing 
education in this state. 

What I have to say about North Caro- 
lina’s needs in nursing is not unique to this 
state, but this fact does not make our needs 
any more palatable. And what I have to say 
in relation to shortages of prepared people 
is not peculiar to nursing alone. We are 
experiencing a real lag in the preparation 
and retention of members in your group, in 
my group, and in other paramedical groups 
as well. You are as aware of these facts as 
I. 

In looking closely at nursing in North 
Carolina, I could quote all types of figures 
for you. But the fact remains that we are 
short of two things—nurses and nursing. 


The Shortage of Nurses 


Why are we short of nurses? Here are 
five principal reasons for this situation. 

1. We do not recruit enough capable 
young women—and men, too—into this 
field. Other areas of endeavor are earnestly 
competing for high school graduates. 

2. Out of the number we do recruit, the 
quality of the candidates yields about a 35 
to 40 per cent drop-out—not in all cases for 
scholastic reasons, but in the majority. Too 
many students can’t read, write, and think 
productively. The course in nursing is 
rugged. And high school has never given 
them so much to do in so short a time. 

3. Then after completing the course, any- 
where from 25 to 35 per cent fail one or 
more of the five subjects in the licensure 
examination. 

4. Then after licensure we are constantly 
losing from two to three nurses to other 
states for every nurse who come here to 
work. 

5. And finally, no small factor in this 
problem is the number of nurses who are 
inactive in the profession. After a number 
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of child-rearing years a large percentage 
come back. But presently there are over 
5,000 inactive nurses in North Carolina. 

I have enumerated five serious problems 
in relation to the short supply of nurses. 
There are others quite familiar to all of us. 


The Shortage of Nursing 


Next, let’s look at the shortage of nurs- 
ing. Quite naturally a limited number of 
nurses yields less nursing. But that isn’t 
the only limiting factor. 

Nursing is perhaps best described as the 
giving of direct assistance to a person, as 
required, because of the person’s specific in- 
ability to care for himself for reasons of 
health"). Self-care means the care which 
all persons require each day, and you well 
know what modifications are necessary dur- 
ing illness. 


Added responsibilities 

Our horizons in health care and medical 
management have expanded more in the 
last 25 to 30 years than in all previous his- 
tory combined. This lays tremendous re- 
sponsibility on your shoulders, not only in 
cure but in prevention and rehabilitation as 
well. The new techniques, methods, equip- 
ment, drugs, and treatments for that 30- 
year period would defy enumeration by 
anyone in this room today. You have asked 
my group to help carry some parts of your 
expanding responsibilities. We have tried— 
we are trying. Every task that you no 
longer have the time to do or that you feel 
is safe for one with less depth of medical 
understanding you quite naturally ask the 
nurse to do. Just two examples—very ele- 
mentary, yet significant: Within 60 years 
the thermometer has moved from the red 
plush box in your bag to every home and 
hospital. And in the last 30 years the 
sphygmomanometer has come to be used 
even by the practical nurse. 

Today we are struggling with the task 
of starting intravenous fluids—and trying 
to determine what safe steps can be taken 
to ensure better care of the “about to de- 
liver” mother—among a host of other shift- 
ing responsibilities. 
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Why do I mention shifting of some re- 
sponsibilities? First, because it is a natural 
development to a point; and next, because 
the greater the demands on the nurse to 
support the doctor in his plan of medical 
management, the less time she has to meet 
the needs of the patient which have no 
doctor’s orders written for them. 
Complexity of organization 

Another factor in the shortage of nurs- 
ing is the highly complex organization of 
today’s hospitals. Much nursing time is 
consumed in the mechanics of this organ- 
ized structure. Some say it is so highly 
structured that it is impersonal—and this 
fact is poorly understood by a sophisticated 
society. 

What happens to the person—the nurse 
who by the very elements of her employ- 
ment no longer has time to assist the pa- 
tient? In due time she is apt to be satisfied 
in managing, scheduling, ordering, and do- 
ing the highly technical things falling to 
her professional lot. If not, she is frus- 
trated, resigns, and tries to find some place 
where she can get back to the patient’s side. 
Then she is accused by management of not 
wanting to take responsibility. I ask you— 
responsibility for what? The patient, yes, 
but management and direction of others, 
no. Many nurses do not want to be man- 
agers of nurses; they want to take care of 
patients. Our present structure inhibits this 
desire. 

No one factor is responsible for the 
shortage of nursing, as you can see. Many 
things are at work to bankrupt professional- 
ly the bedside nurse today. If there ever 
was a time when hospital administrators, 
doctors and nurses needed to look critically 
at how patients are getting hospital, med- 
ical, and nursing care, it was yesterday. 
This joint action is long overdue. 


Inadequacies in Nursing Education 


Nursing education in North Carolina is 
almost low man on the totem pole in this 
country. We have schools—we’re eighth in 
the country in number. We have students— 
we’re thirteenth in the country with them. 
But when we put our graduates against 
graduates from other states on our licen- 
sing examination, we are well toward the 
bottom. I have some opinions as to why 
this is happening—some based upon fact 
and others upon feeling. Many of you have 
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opinions too—likewise based upon fact and 
feeling. 
Quality of teaching 

One opinion I have is that the quality of 
teaching is below par. Why do I think so? 
Because 31 per cent of our teachers are not 
trained beyond their three-year diploma 
programs. They are not prepared as teach- 
ers. Teaching is itself a specialized art. 

I am not talking here about those few 
unique individuals among the 31 per cent 
who are naturals in the teaching role. I am 
concerned that too many of the remaining 
souls in that group are not giving the stu- 
dent a fair chance to learn nursing. It could 
and should be said that merely having a de- 
gree does not ensure that fair chance to 
learn, either. But if additional] preparation 
means anything, it should provide a 
broader, deeper insight into the content to 
be taught, and effective ways to get it 
across. 

Along with our lag in preparation for 
teaching, we are short in numbers of 
teachers. As of March 30, 1960, 14.6 per 
cent of the teaching positions in diploma 
schools were unfilled. And the prospect is 
worse for fall. We do not have the teachers. 
These things I know to be facts. 


Content of teaching 


Now I have a feeling that part of our 
difficulty in our programs is what I call 
curriculum obesity and_ patient-practice 
starvation. When people in charge of 
schools do not know how to design and im- 
plement a curriculum, there is a great urge 
to add first one course and then another, 
thus thinking that they are keeping the pro- 
gram up to date. This is where the obesity 
sets in, and for every unneeded hour added 
to the classroom schedule we deny the stu- 
dent the opportunity of that hour to put into 
action some of her learning. What has hap- 
pened is that there is less and less time to 
teach and learn the art of meeting the needs 
of patients. 

In this process of addition we have not 
carefully scrutinized what we teach, nor 
have we done a good job of distilling those 
elements which have always been and will 
continue to be the essence of effective nurs- 
ing. We are trying—but it takes a qualified 
person to lead the faculty to such action. 
When such a person is lacking, a school 
rocks along, not knowing how to tighten up 
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the curriculum and put back into nursing 
those elements that have been crowded out. 
Wise choices must be made in selecting con- 
tent. If the essence of nursing has been re- 
placed with what appears to be more im- 
portant content, the faculty has some im- 
portant decisions to make. 

We need to help the student to learn to 
think through nursing situations—to draw 
on her knowledge and develop judgment in 
carrying out her designated ministrations. 
Too often we fill the student with facts and 
then siphon them off in a test. Until these 
facts are put to practical use—until they 
are understood and translated into nursing 
care action—are they learned? 

I honestly believe that this is one impor- 
tant and significant reason why we have so 
many State Board failures. The questions 
are just not that difficult. They are thought- 
provoking—yes. They are situational—yes; 
they draw upon knowledge—yes; and they 
ask for designated action, judgment, read- 
ing ability, familiarity with vocabulary, 
and reasoning ability. 

We have recently visited a state in the 
deep South to try to determine why their 
graduates pass State Boards and ours fare 
so poorly. One finding was that every school 
has some prepared faculty. They make it 
their business to teach less medicine and 
more nursing. They focus on the patient in 
their teaching and in the student’s practice. 
This we are beginning to do, too, but we are 
having a hard time shaking loose from the 
idea that the focus should not be on the dis- 
ease but on how to nurse the patient who 
has specific needs because he has a certain 
disease or deficiency. 


Need for a Joint Approach 


I will never have a better opportunity to 
thank you ladies and gentlemen for your 
continuing efforts and interest in nursing 
education in this state. We appreciate and 
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need your contributions. We also need your 
continued understanding to help us with 
our boot strap operation. 

I would like to see North Carolina lead 
the nation in a joint study of this serious 
problem of shortage of nurses and nursing. 
I would like to see medicine, hospital ad- 
ministration, and nursing attack the prob- 
lem together. In some states the medical 
group appoints a committee, makes a study, 
and comes out with a report. Hospital ad- 
ministration agonizes over it and from time 
to time tries to solve the whole thing at a 
convention. This problem is much too com- 
plex for such atomistic attacks. It is serious 
enough to tax the combined effort of all 
concerned. North Carolina could make such 
an approach, and by so doing could set an 
example of the leadership so woefully 
needed today in arriving at solutions. 


We had some joint action in North Car- 
olina during the Good Health movement. 
The nation watched North Carolina at that 
time with great interest. A report was pub- 
lished in 1950 concerning our needs in 
nursing. We have not done much during 
this decade to come really to grips with 
those recommendations or to know whether 
they were realistic or attainable. Many of 
the recommendations are still unmet—and, 
I might say, unknown and forgotten. 


We must come to grips with what is 
realistic for us to do in North Carolina and 
what is unattainable. To do this we need 
facts—more facts with less emotionalism 
and I might even add less provincialism. 
This is a serious challenge. Until we meet 
it, hospital administrators, doctors, and 
nurses will continue to talk about this prob- 
lem in misty generalities. 


Reference 
1. Orem, D. E.: Guides for Developing Curricula for the 


Education of Practical Nurses, Washington, D.C., U. S. 
Department of Health, Education and Welfare, 1959. 
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...it is necessary that both in schools and in universities we should 
rediscover the part played by leisure in education. There is a danger that 
we may so fill our pupils’ lives, not only with specialist studies, not only 
with the process of overfrequent examining, but with genera] education 
and social activities as well, that they may never have time to read or 
talk or even simply to think what it is all about.—Sir Eric James, Brit. 
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A Rural Home Care Program 


O. DAVID GARVIN, M.D., M.P.H. 
CHAPEL HILL 


To tell you about the Rural Home Care 
Program now being carried on in Person 
County, North Carolina, I must tell you a 
little about the county. Person County is 
one of five counties making up the district 
of which I am director. It is located in the 
north central portion of the state and 
covers an area of 20 miles square, with one 
town, Roxboro—population 5,000. The total 
population of the county is 25,000 of whom 
about 40 per cent is non-white. It is one of 
the few counties that experienced a popu- 
lation loss between 1940 and 1950. This 
loss was attributed to the migration of able- 
bodied persons in search of work. These 
migrants leave their children behind in the 
care of grandparents, creating many prob- 
lems and difficult financial situations. 

Person County is primarily rural, deriv- 
ing its income chiefly from farm products 
(tobacco), with a few small manufacturing 
companies located around the town of Rox- 
boro. 

Person County has 11 practicing physi- 
cians—one retired for all practical pur- 
poses, two surgeons, one internist, and 
seven general practitioners, two of these 
being over 70 years of age. There is a good 
60-bed general hospital (constructed with 
Hill-Burton funds). The Health Depart- 
ment is housed in a new building. Within 
50 miles of Roxboro are four large medical 
centers. The working relationship within 
the county has been cooperative and har- 
monious. 


Tuberculosis Program Paves the Way 


When I came to Person County in 1944, I 
found a minimal] tuberculosis program di- 
rected toward the far advanced cases be- 
cause of limited facilities and personnel. At 
that time, tuberculosis and venereal disease 
were the most pressing health problems in 
the county. As a result of improved medica- 
tion, refined diagnosis and techniques in 
health education, the venereal disease prob- 
lem has been brought under control. We 
have worked just as diligently on our tu- 
berculosis problem, with the result that 
our death rate from tuberculosis is virtual- 
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ly nil, while our case rate increases and our 
total number of cases under supervision 
multiplies. Last year our county had one of 
the highest case rates in the state. 


I emphasize the role of tuberculosis in 
our set-up because of its direct bearing on 
the present Home Care Program. Fifteen 
years ago when it became evident that 
many of our tuberculous patients were dy- 
ing at home while awaiting sanatorium ad- 
mission, a program of home care was a 
pressing necessity. At the suggestion of the 
County Medical Society, the County Board 
of Commissioners provided extra funds for 
hospitalization, employment of additional 
public health nurses, and purchase of equip- 
ment for the home care of the tuberculous. 
In this program, the Health Department 
played the major role by furnishing the 
x-ray facilities for screening, diagnosis, 
and follow-up, and I provided medical care 
within the home for patients who were 
under the supervision of the local doctors. 


This program was agreed on and devel- 
oped jointly by the Health Department, 
Medical Society, County Board of Commis- 
sioners, and other agencies both voluntary 
and official. At this particular time no 
young doctors were practicing within the 
county, and it was the wish of the local 
medical society that I provide the tubercu- 
losis treatment while they supervised the 
case and treated any complications or acute 
illnesses that occured. Later, the County 
Board of Commissioners provided funds 
for drug therapy for tuberculosis cases. 


As a result of the successful handling of 
the tuberculosis problem in the county and 
the harmonious cooperation of everyone 
concerned, it was no problem to secure sup- 
port for the expanded Home Care Program. 
In addition to our Tuberculosis Program, 
we were confronted with an aging popula- 
tion afflicted with so-called “chronic dis- 
ease.” Throughout all these years of work, 
publicity was given the work being done 
and the needs existing within the county. 
All media were used to inform the county 
officials and the public of the needs of the 
county. 
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Project Proposal Approved 


Several years ago the local, State and 
American Medical Associations, the local, 
State and National Public Health agencies, 
and officials at all levels of government be- 
gan to realize that a program for Home 
Care should be developed, and that it 
should not be restricted to urban areas but 
made available to all people. Until we un- 
dertook to provide home care in this rural 
area, no similar project had been developed. 
When it was suggested that support from 
official agencies, the Public Health Service, 
and the State Board of Health could be 
secured if the county would provide some 
funds for matching purposes, it was not 
difficult to secure the local support needed. 


In cooperation with the Person County 
Medical Society, the State Board of Health, 
and the U. S. Public Health Service, a pro- 
ject proposal was prepared and submitted. 
After the State Board of Health and the 
Public Health Service gave tentative ap- 
proval, the County Commissioners appro- 
priated a sum of money for matching pur- 
poses. Final approval was given the project 
and the following personnel were author- 
ized: a medical social worker, physical 
therapist, two public nurses, and one clerk. 
Also, funds for contractural purposes were 
made available. 

The tentative project proposal was not 
prepared or submitted until it had been 
discussed in detail with the local medical 
society, and a set of policy and procedure 
statements relating to every phase of the 
anticipated program had been developed. 
The local society agreed, without a single 
dissenting voice, to provide medical care 
and supervision for all persons residing 
within the county who were referred to and 
carried by the project. The purpose or ob- 
jectives are “To show how National, State 
and Local agencies, both official and non- 
official, can coordinate their efforts in a 
program for Home Care and restoration of 
the chronically ill in a rural area and to de- 
termine what personnel and funds are ne- 
cessary to provide for services aimed at 
self care or self support by the patients.” 

At this time, it was agreed that the 
doctor-patient relationship would remain in 
effect at all times; that the project would 
not accept patients referred by anyone 
other than the physician. The physician 
would continue to direct the care of the pa- 
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tient at all times, the Health Department 
would provide services available through 
the staff, and no fee would be charged for 
services rendered by the staff of the Health 
Department. After the endorsement by the 
local medical society, the project proposal 
was submitted through official channels. 
Operation began officially when the phy- 
sical therapist reported for duty. The pro- 
ject is now operating with a full staff of 


qualified workers. 


Home-Care Integrated into Total 
Health Program 


We have endeavored to integrate this 
program into the over-all program of the 
Health Department and of the many other 
agencies providing health services in the 
community. The services available through 
the project are nursing, physical therapy, 
social service, occupational therapy, nutri- 
tional counseling, medicine and sick room 
supplies, orthopedic equipment, and health 
education. Every other community resource 
is brought to bear upon the patient’s illness 
through the coordination of the Health De- 
partment. Lay committees organized dur- 
ing the planning stage are Health Educa- 
tion, Procurement and Supply, Vocational 
Rehabilitation, Social Service, and Chap- 
lain and Recreation. In addition, there is 
an advisory and technical committee made 
up of representatives from local and State 
medical societies, local and state welfare 
associations, State Nurses’ Association, 
State Board of Health, and the University 
of North Carolina School of Public Health. 

All benefits to the individual patient in 
the program are the result of a concerted 
“team effort.” The Health Department 
team teaches and provides services as 
ordered by the attending physician. The 
patient and his family are taught the pro- 
per care of the patient through the actual 
services of the physical therapist, the Pub- 
lic Health nurse, the medical social worker, 
and the nutritionist. Thus the private phy- 
sician and this team work as an effective 
unit toward the achievement of maximum 
recovery and physical independence of the 
patient. 

I spent much of the time alloted me in 
discussing the history of the Person Coun- 
ty Home Care Demonstration Project and 
the needs that brought it into being. This 
project was a natural outgrowth of com- 
munity recognition and interest. In fact, 


ane 
: 


284 NORTH CAROLINA MEDICAL JOURNAL 


the medical society, county officials, and the 
public at large have cooperated in a man- 
ner that has been heartwarming to those of 
us who so often have seen this segment of 
our population cast into the role of the for- 
gotten man. This is a type of program that 
can be developed and operated in any rural 
area where there are an informed public, 
medical facilities, and an agency that can 
serve as coordinating agent. 

I want to restate the purpose of the pro- 
ject, “To demonstrate how Federal, State, 
and Local Official and non-official agencies 
in the community as individuals and as a 
whole can coordinate their efforts in an or- 
ganized program for the Home Care and 
Restoration of the chronically ill in a rural 
area. Further, to determine the number of 
people and the funds necessary to provide 
restoration services which aim at self-care 
and/or self-support of the patients.” 


Aims and Achievements 

This home care program in Person Coun- 
ty has been in operation since September 
8, 1958. We think that the following results 
have been achieved: 

1. The first rural Home Care Project 

has been established. 

2. The project has been developed with- 
out serious conflicts of interest. 

It has had public acceptance. 

There has been a gradual build-up of 
patients admitted to the program. 

A harmonious working relationship 
with the doctors has been maintained. 
A physical therapy department has 
been prepared and equipped at the 
county hospital. 

7. The community has united to support 

and promote the project. 

8. The project has provided a _ health 
education topic. 

There have been problems as may be ex- 
pected with any new program; but these 
were chiefly associated with record devel- 
opment and recruitment of specialized per- 
sonnel. 

You might ask, “What are the antici- 
pated results?” I will list the major aims. 

1. To provide information about the 
cost of home care in a rural area. 

2. To shorten the period of hospital 
stay for patients with long-term ill- 
ness, 

To extend into the home services 


ordinarily restricted to hospital. 
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4. To reduce the number of people dis- 
abled by chronic conditions. 

5. To effect a reduction of cost to the 
county for hospital and welfare care 
for persons with long-term illness. 
To provide adequate medical care for 
the people of Person County. 


Analysis of Results 


Between September 8, 1958, and Decem- 
ber 31, 1959, 55 patients had been referred. 
Of these, 54 were admitted to the program 
and given service. Before a person is ac- 
cepted several things must be done: 

1. The patient is referred by a doctor, 

using a form developed by the team. 

2. Representatives of all disciplines 
visit and evaluate patient. 

3. An admission conference is held with 
the following in attendance: the phy- 
sician in charge of case, the medical 
social worker, the physical therapist, 
a Public Health nurse, and other in- 
terested persons. 

4. Patient must show potential for re- 
storation to self-help or employment. 

Up to the present time, 13 patients have 
been discharged (by conference similar to 
admission conferences) from the program, 
with 40 active at the present time and 1 
classed as inactive. Of the 13 discharged, 
2 achieved maximum benefits, 6 died, 3 
moved out of the county, and 2 were dis- 
charged for other reasons. Of the 40 given 
service, 29 were classed as active in the 
home, 5 as active out-patients, and 6 as ad- 
visory in the home. When the program be- 
gan, there were 3 chronically ill persons in 
the local hospital who had been there more 
than a year. Today 2 of these are at home 
and the third has died. One of the patients 
that we are caring for in the home today 
reportedly cost a hospital in a neighboring 
county $17,000 before discharge. 

You will recall that to date 6 patients 
have died. This mortality can be explained 
by the fact that the median age for patients 
accepted on the program is slightly more 
than 67 years. Of the total 45 given care 
during the past three months, 12 were 60 
to 69 years of age, 13 were 70 to 79, and 
4 were more than 80. 

Thirty-five of the patients were white 
and 10 were non-white, eighteen were male 
and 27 were female. The socioeconomic 
classification was as follows: high bracket, 
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6; middle bracket, 16; low bracket, 10; 
Public Assistance recipients, 13. Please 
note that we do not deny admission to any- 
one because of financial status or race. 

Of the 45 patients handled during the 
past three months, primary diagnoses were 
as follows: cardiovascular accidents, 15; 
arthritis, 11; fractures, 9; neurologic dis- 
orders, 5; burns, 2; scoliosis, 1; multiple 
sclerosis, 1; muscular distrophy, 1. You 
might be surprised to learn that obesity 
was listed as the secondary diagnosis in 6 
cases; arthritis in 5; high blood pressure in 
5; diabetes in 4. Many other conditions 
made up the remainder. 

To render the needed services to these 
patients, 36 admission conferences, 90 re- 
view conferences, and 4 discharge confer- 
ences have been held during the past year, 
for a total of 130. Visits made to patients 
by members of the health department team 
were 630 by public health nurses, 849 by 
the physical therapist, and 96 by the med- 
ical social worker. These figures may sound 
small, until] it is remembered that we are 
working in a small county with a limited 
staff, limited financial resources, and that 
we have experienced difficulties in securing 
qualified personnel. 

I have said that the project would pro- 
vide care only for persons who will benefit 
and can be restored to self-care or self- 
support. The project itself does not provide 
for the admission of terminal care cases. 
Patients needing terminal care are ad- 
mitted to the general public health program 
and are serviced by the staff of the Health 
Department. 


Conclusion 


The people of Person County are proud 
of the fact that this is the first project of 
its kind to be carried on in a rural area in 
the United States. We are determined to 
make it work and to provide answers to the 
questions posed by those supporting the 
project. The questions are: 

. What are the benefits derived from 
such a project? 
Are they too expensive? 
How can medical care of the chron- 
ically ill be financed best? 

We are convinced that the project and 
the Home Care Program provides aid and 
assistance to the general practitioner or lo- 
cal practitioner in the care of his patient 
in the county hospital and the home. 
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SPECIAL REPORT 


Report on Actions of the House of Delegates 
American Medical Association 
One Hundred Ninth Annual Meeting 
June 13-17, 1960 
Miami Beach 


Health care for the aged, pharmaceutical 
issues, occupational health programs, rela- 
tions with allied health groups, and rela- 
tions with the National Foundation were 
among the major subjects involved in policy 
actions by the House of Delegates at the 
American Medical Association’s One Hun- 
dred Ninth annual meeting held June 13-17 
in Miami Beach. 

Dr. Leonard W. Larson of Bismarck, 
North Dakota, former chairman of the 
A. M. A. Board of Trustees and of the 
A. M. A. Commission on Medical Care 
Plans, was named president-elect by unan- 
imous vote. Dr. Larson will succeed Dr. E. 
Vincent Askey of Los Angeles as president 
at the Association’s annual meeting in 
June, 1961, at New York City. 

The A. M. A. 1960 Distinguished Service 
Award, one of medicine’s highest honors, 
was given to Dr. Charles A. Doan, who will 
retire next year as dean of the Ohio State 
University College of Medicine and director 
of the Health Center in Columbus, Ohio. 

Total registration through Thursday, 
with half a day of the meeting still remain- 
ing, had reached 19,107, including 8,706 
physicians. 


Health Care For The Aged 


After considering a variety of reports, 
resolutions and comments on the subject of 
health care for the aged, the House of Dele- 
gates adopted the following statement as 
official policy of the American Medical As- 
sociation : 

Personal medical care is primarily the respon- 
sibility of the individual. When he is unable to 
provide this care for himself, the responsibility 
should properly pass to his family, the commun- 
ity, the county, the state, and only when all 
these fail, to the federal government, and then 
only in conjunction with the other levels of gov- 
ernment, in the above order. The determination 
of medical need should be made by a physician 
and the determinatie of eligibility should be 
made at the local lever: with local administration 


This report was forwarded to the JouRNAL by Dr. Elias 
Faison of Charlotte, Secretary of the North Carolina dele- 
gates to the A.M.A. 
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and control. The principle of freedom of choice 
should be preserved. The use of tax funds under 
the above conditions to pay for such care, 
whether through the purchase of health insur- 
ance or by direct payment, provided !ocal op- 
tion is assured, is inherent in this concept and is 
not inconsistent with previous actions of the 

House of Delegates of the American Medical 

Association. 

The House also urged the Board of 
Trustees “to initiate a nonpartisan open 
assembly to which all interested represen- 
tative groups are invited for the purpose 
of developing the specifics of a sound ap- 
proach to the health service and facilities 
needed by the aged, and that thereafter the 
American Medical Association present its 
findings and positive principles to the peo- 
ple.” 

In connection with an educational pro- 
gram regarding the aged, the House de- 
clared that ‘the American Medical Associa- 
tion increase its educational program re- 
garding employment of those over 65, em- 
phasizing voluntary, gradual and individual 
retirement, thereby giving these individuals 
not only the right to work but the right to 
live in a free society with dignity and 
pride.” 

Earlier, at the opening session, Dr. Louis 
M. Orr, retiring A. M. A. president, had 
asked the House to go on record favoring 
more jobs for the aged, voluntary retire- 
ment and a campaign against discrimina- 
tion because of age, whether it be 40 or 65. 
The House also gave wholehearted approv- 
al to Dr. Askey’s urging that state medical 
societies take an active part in state confer- 
ences and other planning activities preced- 
ing the January, 1961, White House Con- 
ference on Aging. 


Pharmaceutical Issues 


In the pharmaceutical area the House 
took two actions—one regarding mail order 
drug houses and the other involving the 
development and marketing of pharma- 
ceutical products. 

The House agreed with representatives 
of the pharmacy profession that the unor- 
thodox practice of mail order filling of pre- 
scription drugs is not in the best interest of 
the patient, except where unavoidable be- 
cause of geographic isolation of the patient. 
The statement pointed out that in this pro- 
cess the direct personal relationship, which 
exists between the patient-physician-phar- 
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macist at the community level] and which is 
essential to the public health and the wel- 
fare of patients, is lost. 

The House also directed the Board of 
Trustees to request the Council on Drugs 
and other appropriate Association councils 
and committees “to study the pharmaceu- 
tical field in its relationship to medicine and 
the public, to correlate available material, 
and after consultation with the several 
branches of clinical medicine, clinical re- 
search, and medical education and other in- 
terested groups or agencies, submit an ob- 
jective appraisal to the House of Delegates 
in June, 1961.” The statement pointed out 
that certain proposals have been made 
which, if carried out, might impair the 
future of pharmaceutical research and de- 
velopment, thus retarding the progress of 
scientific therapy. It also said that the 
services of the pharmaceutical industry are 
so vital to the public and to the medical 
profession that an objective study should 
be made. 


Occupational Health Programs 


The House approved a revised statement 
on the “Scope, Objectives and Functions of 
Occupational Health Programs,” which was 
originally adopted in June, 1957. The new 
statement contains no fundamental alter- 
ations in A. M. A. policy or ethical rela- 
tionships, but it adds important new ma- 
terial on the following points: 

1. Greater emphasis on the _ preventive 
and health maintenance concepts of 0c- 
cupational health programs. 

A more positive statement of organ- 
ized medicine’s obligation to provide 
leadership in improving occupational 
health services by part-time physicians 
in smal] industry. 

Increased emphasis on rehabilitation 
of the occupationally ill and injured. 
Inclusion of the proper use of immun- 
ization procedures for employes, as ap- 
proved by the House in 1959. 

A more adequate statement on the 
need for teamwork with lay industrial 
hygienists in tailoring each occupa- 
tional health program to the particular 
employe group involved. 

In approving the revised guides for oc- 
cupational health programs, the House also 
accepted a suggestion that the A. M. A. 
Council on Occupational Health undertake 


~ 

2 

P 

4 

3 


July, 1960 ADVERTISEMENTS XXXI 


Long ago men realized that, for a 
tree to withstand the storm, its 
roots must reach deep as its 


branches spread high. 


The strength of Blue Shield is the 
strength of the medical profession. 
They sustain each other as do 
root and branch. As one doctor put 


it: “I believe that free medicine can 
survive only with Blue Shield. 
They are not identical entities, but 


they are so mutually interdepend- 
ent that neither one will go much 
farther without the active support 


‘of the other” BLUE SHIELD 


a HOSPITAL SAVING ASSOCIATION, CHAPEL HILL 
ae 


= 


Substantiated by published reports of leading clinicians 


- minimal disturbance 
of the patient's 
chemical and psychic 

balance'*” 


- effective control 
of allergic 
and inflammatory 


1-3, 7,8, 12-15, 17, 18 


symptoms 


2 
| 
1) 
inallergic and inflammatory skin disorders (includ sis) 
ba cal ergic and inflammatory skin disorders including psoriasis) 


At the recommended antiallergic and anti- 
inflammatory dosage levels, ARISTOCORT means: 


¢ freedom from salt and water retention 
References: 1. Feinberg, S. M.; Feinberg, A. R., and Fisherman, 


* virtual freedom from potassium depletion E. W.: J.A.M_A. 167:58 (May 3) 1958. 2. Epstein, J. I., and Sher- 
e Saf i 4 wood, H.: Conn. Med. 22 :822 (Dec.) 1958. 3. Friedlaender, S., and 
negligible calcium depletion Friedlaender, A. S.: Antibiotic Med. & Clin. Ther. 5:315 (May) 
. H 1958. 4. Segal, M. S., and Duvenci, J.: Bull. Tufts N.E. Medical 

euphoria and depression rare Center 4:71 (April-June) 1958. 5. Segal, M. S.: Report to the 
tte H A.M.A. C il D J.A.M.A. 169:1063 (March 7) 1958. 
* no voracious appetite —no excessive weight gain Merveng, J. Florida eal. Gon. Prostice 
e H H H 7. Rein, C. R.; Fleischwager, R., and Rosenthal, A. L.: J.4.M.A. 
low incidence of peptic ulcer 165: 1821 (Dec. 7) 1957. 8. McGavack, T. H.: Clin. Med. (June) 
J.A.M.A. 167-973 (June 21) 1958. 11. Zuckner, J.; Ramsey, R. H.; 


Precautions: With aristocort all traditional precautions to corticosteroid therapy Caciolo, C., and Gantner, G. E.: Ann. Rheumat. Dis. 17:398 (Dec.) 
1958. 12. Appel, B.; Tye, M. J., and Leibsohn, E.: Antibiotic Med. 


should be observed. Dosage should always be carefully adjusted to the smallest 
amount which will suppress symptoms. 79:400 (Sept.) 1958. 14. Mullins, J. F., and Wilson, C. J.: Texas J. 


After patients have been on steroids for prolonged periods, discontinuance must be Med. 54:648 (Sept.) 1958. 15. Shelley, W. B.; Harun, J. S., and 
carried out gradually over a period of as much as several weeks. Pillsbury, D. M.: J.4.M.A. 167:959 (June 21) 1958. 16. DuBois, 
E. L.: J.4.M.A. 167:1590 (July 26) 1958. 17. McGavack, T. H.; 


Supplied: 1 mg. scored tablets (yellow) ; 2 mg. scored tablets (pink); 4 mg. 

scored tablets (white) ; 16 mg. scored tablets (white). Ee gr ae oy D. A.; Bauer, H. G.. and Borger, H. E.: Am. 
. M. Sc. 236:720 (Dec.) 1958. 18. Council on Drugs: J.4.M.A. 

Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 169:257 (January) 1959. 


5 cc. (25 mg./cc.). 
CGserts) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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Concerning Your Health and Your Income 


A special report to members of the Medical Society of 
the State of North Carolina 
on the progress of the Society’s 
Special Group Accident and Health Plan 
in effect since 1940 


PROUDLY WE REPORT 1959 
AS OUR MOST SUCCESSFUL YEAR IN SERVING YOUR SOCIETY. 


During the year we introduced a NEW and challenging form of disability protec- 
tion. There has been overwhelming response on the part of the membership. 


Participation in this Group Plan continues to grow at a fantastic rate. 


1960 


is our 20th year of service to the Society. It is our aim to continue to lead the field in pro- 
viding Society members with disability protection and claim services as modern as tomor- 
row. 


SPECIAL FEATURES ARE: 


1. Up toa possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under age 55, and in good 
health, are eligible to apply for the new and extensive protection against sickness and ac- 
cident. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for 
$20.00 daily hospital benefit — Premium $20.00 semi-annually. 


Write, or call us collect (Durham 2-5497) for assistance or information. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 
COST UNTIL AGE 35 COST FOR AGES 35 TO 70 


Accidental Death * Dismemberment 


Coverage Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
or Hearing Sickness Benefits Premium Premium Premium Premium 
5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5.000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 


Administered by 
J. L. CRUMPTON, State Magar. 
Professional Group Disability Division 
Box 147, Durham, N. C 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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a project to study and encourage the em- 
ployment of the physically handicapped. 


Allied Health Groups 


The House approved the final report of 
the Committee to Study the Relationships 
of Medicine with Allied Health Professions 
and Services and commended it as “ a mon- 
umental work.” The report covers the pre- 
sent situation, future implications and re- 
commendations, including guiding princi- 
ples and approaches to activate physician 
leadership. The House strongly recom- 
mended that A. M. A. activity in this vital- 
ly important area be continued, and it ap- 
proved the appointment of a Board of 
Trustees committee to carry on the work. 

To develop physician leadership in pro- 
moting cooperative efforts with allied 
health professions and services, the report 
suggested the following A. M. A. activities. 

1. A general conference should be held 
with allied scientists in the basic med- 
ical sciences and related disciplines for 
discussion of matters of common con- 
cern related to the creation of perma- 
nent, cooperative activities. 

Specific exploratory conferences should 
be held with members of segments of 
science allied to a given area of med- 
ical practice with the national medical 
organizations concerned. 

General and specific conferences should 
be held with professional and technical 
assistants on education, recruitment, 
and coordination of contributions. 
Through meetings and_ publications, 
reciprocal exchange of information 
should be provided between physicians 
and allied scientists and members of 
health professions. 

Effective, continuing liaison should be 
established between A. M. A. repre- 
sentatives and professional and _ tech- 
nical personnel. 


National Foundation 


The House took two actions involving re- 
lations between the medical profession and 
the National Foundation, It adopted a state- 
ment of policies for the guidance of state 
medical associations and recommended that 
they be adopted by all component medical 
societies. These policies cover such subjects 
as membership of medical advisory commit- 
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tees, and basic principles concerning finan- 
cial assistance for medical care, payment 
for physicians’ services and physicians’ re- 
sponsibilities for constructive leadership in 
medical advisory activities. 

In another action the House directed the 
Board of Trustees to authorize further 
conferences with leaders in the National 
Foundation on the problem of poliomyelitis 
as it relates to the betterment of the public 
health and to consider further joint action 
toward the eradication of polio. The House 
commended the National Foundation for its 
outstanding service in the attack against 
polio, but pointed out that much work re- 
mains to be done in public education, vac- 
cination, continuing assistance for polio vic- 
tims, and research. 


Miscellaneous Actions 

In dealing with reports and resolutions 
on a wide variety of other subjects, the 
House also: 

Strongly reaffirmed its support of the 
Blue Shield concept in voluntary health in- 
surance and approved specific recommenda- 
tions concerning A. M. A.—Blue Shield re- 
lationships; 

Approved a contingent appointment of 
not more than six months for foreign med- 
ical school graduates who have been ac- 
cepted for the September, 1960, qualifica- 
tion examination; 

Agreed that the American Medical Asso- 
ciation should sponsor a second National 
Congress on prepaid health insurance; 

Approved a Board of Trustees request to 
the Postmaster General for a stamp com- 
memorating the Mayo Brothers; 

Decided that the establishment of a home 
for aged and retired physicians is not war- 
ranted at this time. 

Approved the establishment of a new 
“Scientific Achievement Award” to be 
given to a non-physician scientist on special 
occasions for outstanding work; 

Approved the following schedule for fu- 
ture annual meetings: Atlantic City, 1963; 
San Francisco, 1964, and New York City, 
1965; 

Approved the objectives of the A. M. A. 
Commission on the Cost of Medical Care 
established by the Board of Trustees and 
headed by Dr. Louis M. Orr, immediate 
past president of the Association; 

Urged individual members of the Asso- 
ciation to take a greater interest and more 
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active part in public affairs on all levels; 

Reaffirmed its opposition to compulsory 
inclusion of physicians under Title II of 
the Social Security Act and recommended 
immediate action by all A. M. A. members 
who agree with that position; 

Called for a review of existing and pro- 
posed legislation pertaining to food and 
color additives, with the objection of sup- 
porting appropriate measures which are in 
the public interest; 

Urged reform of the federal tax struc- 
ture so as to return to the states and their 
political subdivisions, their traditional re- 
venue sources; 

Asked state and county medical societies 
to make greater use of A. M. A. recruit- 
ment materials in presenting medicine’s 
story to the nation’s high schools; 

Requested the Board of Trustees to ini- 
tiate a study of present policy regarding 
the required content and method of prepar- 
ing hospital records; 

Commended the Department of Defense 
and the Air Force for establishing and op- 
erating the Aeromedical Transport Service 
and urged that it be maintained at optimum 
efficiency ; 

Directed the Board of Trustees to devel- 


op group annuity and group disability in- 
surance programs for Association mem- 
bers; and 

Expressed grave concern over the indis- 
criminate use of contact lenses. 


Addresses and Awards 


Dr. Orr, in his final report to the House 
at the opening session, urged medical so- 
cieties to “adopt” rural villages, cities, and 
regions in underdeveloped parts of the 
world and to send them medical, clinical, 
and hospital supplies. 

Dr. Askey, in his inaugural address 
Tuesday night, declared that medicine faces 
its greatest challenge in the decade ahead, 
adding that physicians must prove the ef- 
fectiveness of medicine practiced in a free 
society. Dr. John S. Millis (Ph.D.), presi- 
dent of Western Reserve University, Cleve- 
land, Ohio, and guest speaker at the in- 
augural ceremonies, said the human dilem- 
ma of the sixties is an increasing desire for 
security and authority with a diminishing 
desire for responsibility. 

At the Wednesday session of the House, 
Dr. Askey urged intensified, accelerated ef- 
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fort in five areas— medical education, 
preparations for the White House Confer- 
ence on Aging next January, health insur- 
ance and third party relationships, mental 
health, and membership relations. 


The Goldberger Award in Nutrition was 
presented to Dr. Richard Vilter of the Uni- 
versity of Cincinnati. The Boy Scouts of 
America, celebrating its golden jubilee, 
presented the A. M. A. with a citation in 
appreciation of the medical profession’s 
help and support. Dr. B. E. Pickett of Car- 
rizo Springs, Texas, retiring chairman of 
the Council on Constitution and Bylaws, 
received an award in recognition of his 
long service. 


Election of Officers 


In addition to Dr. Larson, the new pres- 
ident-elect, the following officers were 
named at the Thursday session: 


Dr. William F. Costello of Dover, N. J., 
vice president; Dr. Norman A. Welch of 
Boston, re-elected speaker of the House, 
and Dr. Milford O. Rouse of Dallas, Texas, 
re-elected vice speaker. 


Dr. Gerald D. Dorman of New York City 
was elected to the Board of Trustees to suc- 
ceed Dr. Larson, and Dr. James Z. Appel of 
Lancaster, Pennsylvania, was re-elected to 
the Board. 


Elected to the Judicial Council, to suc- 
ceed Dr. Louis A. Buie of Rochester, 
Minnesota, was Dr. James H. Berge of 
Seattle. 


Named to the Council on Medical Educa- 
tion and Hospitals were Dr. William R. 
Willard of Lexington, Kentucky, succeed- 
ing Dr. James M. Faulkner of Cambridge, 
Massachusetts, and Dr. Harlan English of 
Danville, Illinois, who was re-elected. 


On the Council on Medical Service, the 
House re-elected Dr. Russell B. Roth of 
Erie, Pennsylvania, and Dr. Hoyt B. Wool- 
ley of Idaho Falls. 


Dr. George D. Johnson of Spartanburg, 
S. C., was named to succeed Dr. Pickett on 
the Council on Constitution and Bylaws. 


F, J. L. BLASINGAME, M.D. 
Executive Vice President 
American Medical Association 
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THE A.M.A.’s ONE HUNDRED NINTH 
ANNUAL MEETING 


The actions of the A.M.A. House of Dele- 
gates are published elsewhere in this issue, 
so only a few random impressions will be 
given here. 

The total registration was 22,484, in- 
cluding 8,162 physicians. This was far be- 
low last year’s Atlantic City mark of 32,882, 
including 13,143 physicians. Doubtless the 
strike of Eastern Airline pilots called just 
before the opening day of the meeting was 
partly responsible for this falling off in 
attendance. Without disparaging the hos- 
pitality of the Florida medical profession, 
however, it must be admitted that Miami 
Beach was far from an ideal convention 
site. The distance from the headquarters 
hotel, the Americana, to the exhibition hall 
was 7 miles and required 45 minutes or 
more on one of the buses provided for 
transportation. The section meetings were 
widely scattered, and many doctors were 
heard to express the same nostalgic feeling 
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for Atlantic City that members of our State 
Society had expressed for Pinehurst. 

The scientific and technical exhibits were 
good, although not as well attended as they 
would have been in a more favorable loca- 
tion. Both Dr. Orr in his farewell address 
and Dr. Askey in his inaugural address 
did themselves proud. 

The election of Dr. Leonard Larson as 
president-elect met with universal approv- 
al. He has richly earned this honor and can 
be depended upon to carry on the good work 
of his predecessors. 

Our neighboring state, South Carolina, 
was well recognized. Dr. Julian Price of 
Florence was selected chairman of the 
Board of Trustees to succeed Dr. Larson. 
Dr. George Johnson of Spartanburg was 
elected to succeed Dr. B. E. Pickett of Texas 
as a member of the Council on Constitution 
and By-laws. Dr. Pickett was given a stand- 
ing ovation when he gave his final report 
as chairman of this important Council. 


* 


THE OLD ORDER CHANGETH 

Dr. Alfred Potter’s Presidential Address, 
delivered at the one hundredth forty-ninth 
Annual Meeting of the Rhode Island Med- 
ical Society and published in the June issue 
of the Rhode Island Medical Journal, is 
scholarly and thought-provoking. As the 
one hundredth president of the Rhode 
Island Society, Dr. Potter noted some of the 
most important changes in medical prac- 
tice that have occurred in the society’s his- 
tory. 

He began by citing the record from the 
Providence Lying-In Hospital of a patient 
delivered by the matron. Since, fortunately 
for the patient, “Because of the Sunday 
horsecar delay the doctor was not present 
... The patient’s course was remarkable in 
that at no time had the temperature risen 
above 100.” At that time the words of 
Holmes and Semmelweiss had fallen on 
deaf ears. 

Dr. Potter commented that the economics 
of medicine had changed as much as our 
mode of transportation and our therapy. 
More and more people depend on insurance, 
and the depression era 5 to 1 ratio of serv- 
ice to private patient has been reversed. 
With the great increase in insurance, fees 
for medical service are being standardized. 
Dr. Potter deplores “the leveling of all 
doctors to a median payment” as “leading 
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only to a dead level of mediocrity.” He 
equally deplores, however, overcharging pa- 
tients, and is concerned because “it seems 
that of late years more persons than form- 
erly have entered medicine for financial 
betterment or for status.” 


Two paragraphs deserve quoting in full: 


The infrequent overcharging or other wrong- 
doing in the way of unprofessional conduct by 
a few brings discredit on all. To minimize this 
situation we must be more than ever alert to 
police our own profession. The general public 
seems ready to believe the worst of us, 
without waiting to have the evidence presented 
and proved. From the very nature of our calling, 
the fact that we are usually employed only at a 
time of illness, suffering, anxiety, or grief, all 
unpleasant emotions, makes us by association the 
objects of unconscious disapproval and hostility. 
Enricus Cordus expressed this common feeling 
as far back as 1535 in these lines: 


“Three faces wears the doctor; when first 
sought, 

An Angel’s,... And a God’s the cure half 
wrought; 

But when the cure complete, he seeks his 
fee, 

The Devil looks less terrible than he.” 


I believe that a large part of the hostility 
toward medicine, outspoken by labor leaders, and 
rampant in many newspapers, is based on envy; 
envy of the doctor’s independence. “We few, we 
happy few, we band of brothers” are of the few 
remaining self-employed. We are not retired at 
an arbitrarily fixed age while still fully or even 
better able to continue working. We may work 
as long and as many hours as we want or as our 
health permits. Having proved our competence 
to practice we are not displaced by changing 
production methods or economic upheavals. We 
have security, but only if we keep our health 
and maintain and enlarge our skills with new 
knowledge. In a way we live dangerously, with 
no pension plans paid for by an employer. But 
we are our own masters, and I believe that for 
this reason we are envied by our detractors. At 
the same time, it is important to remember that 
this freedom carries with it great responsibil- 
ties. 


Dr. Potter found some comfort, after he 
had almost finished writing his address, 
from reading in the 1912 Presidential Ad- 
dress of Dr. Frederick Rogers: 


“How shall we regain the respect, the 
feeling of security and confidence in the 
medical profession which was such a strong 
factor in human life a hundred years ago, 
but which now is unfortunately lacking?” 
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And it is quite likely that a hundred 
years before Dr. Rogers asked this ques- 
tion, the more sensitive and _ intelligent 
leaders of the profession were still smart- 
ing from the caricature of doctors found in 
Moliére’s writings and in Hogarth’s paint- 
ings. Now, as then, our profession’s most 
effective public relations can, in Dr. Pot- 
ter’s concluding words, “best be regained 
and maintained by our individual and per- 
sonal contacts with our patients and other 
laymen.” 


* * * 


“SYMPTOMATIC MEDICINE” 


“Symptomatic medicine’ has acquired 
the reputation of poor medicine, of the dis- 
pensing of a series of pills to relieve a suc- 
cession complaints in a patient with an 
undiagnosed or incurable illness. It is gen- 
erally referred to apologetically by the doc- 
tor in charge of the case, or condescending- 
ly or scathingly by another doctor review- 
ing the case. Is such an attitude justified? 
Why should not the patient’s symptoms be 
relieved? 

The present century, because of the as- 
tounding advances in diagnostic techniques 
and in surgical and pharmacologic methods 
of cure, has witnessed a change in the goal 
of the medical profession. Cure of the dis- 
ease, or, if that is not possible, restoration 
of maximum function is now the aim, 
rather than alleviation of suffering while 
the disease runs its course in the patient. 
It is true that if the disease is properly 
diagnosed, and if a specific remedy is avail- 
able and properly prescribed, then the 
symptoms caused by the disease will abate 
and eventually disappear as the disease is 
healed, and a change in the symptoms may 
be a useful gauge of the progress of the 
treatment. 

But what of the many symptoms caused 
by “stress” or “tensions” or by unknown 
disorders? The patient may obtain some re- 
lief by learning that his headache is caused 
by tension or sinusitis rather than the 
brain tumor he feared, but he will still ex- 
pect some more direct relief while awaiting 
the benefits of measures directed toward 
the underlying condition. If such relief is 
not forthcoming, the less tolerant or less 
patient patient will seek help elsewhere— 


Reprinted from the Journal of the Florida Medical Asso- 
ciation 46:1252-1253 (April) 1960. 
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which explains why the quack and cultist 
still flourish in this age of medical miracles. 


One other point should be made. It is 
often thought that “symptomatic medicine” 
is easy—that the relief of a symptom in- 
volves a thorough grounding not only in 
physiology but also in the psychology of the 
doctor as well as the patient, and prescrib- 
ing for the symptoms presupposes an up to 
date knowledge of pharmacology. 


The relief of symptoms is still the prin- 
cipal desire of patients coming to the phy- 
sician. There should be no shame or stigma 
attached to granting such relief, provided 
the cause of the symptoms is understood. 
For a remarkably lucid and complete ex- 
position on this subject the interested read- 
er is referred to Dr. Walter Modell’s mon- 
ograph.) 


1. Modell, Walter: The Relief of Symptoms, Philadelphia, 
W. B. Saunders Company, 1955. 


* * * 


NURSES AND NURSING 


No doubt many doctors will say a hearty 
“Amen” to Miss Vivian Culver’s paper in 
this issue of the Journal. Many nurses, also, 
have been concerned about the trend in 
nursing education to emphasize the theory 
of nursing at the expense of patient care. 
As Miss Culver expressed it, we are short 
of both nurses and nursing. 


It is true that more and more nurses are 
expected to carry out procedures formerly 
done only by doctors—such as taking blood 
pressures. Parenthetically, this plan has the 
great advantage that nursing ministrations 
are so taken for granted by the average pa- 
tient that almost as a rule the pressures 
taken by the nurse are lower than those 
taken by the doctor. 


There has been a regrettable tendency to 
exalt the administrative role of the nurse 
at the expense of the active nursing care of 
the patient. Both types of nurses are 
needed, and both are important. The nurse 
who really enjoys patient care, however, 
should net be made to feel inferior to the 
supervisor type. 

What the late Francis Peabody said of 
the medical practice applies equally well to 


nursing: “The secret of the care of the pa- 
tient is caring for the patient.” 


EDITORIALS 


MEDICAL PREPAYMENT AND 
OUR SOCIAL PHILOSOPHY 


“A curious paradox of some contem- 
porary social philosophy is the idea that 
man should spend what he earns for his 
pleasures rather than for what he needs. 
It is appropriate, so this reasoning goes, 
that he should buy a television set, a vaca- 
tion in Florida or an outboard motor boat, 
because there are cardinal rights. But for 
something that he really needs, such as his 
life or his health, or the life of his child, 
someone else should pay. This may be the 
Government, his employer, his union, his 
great-aunt or anyone else who can be ca- 
joled or coerced into paying the price for 
him. If no one else will pay for it, the 
doctor should serve him for nothing.” 


This observation by Dr. C. Marshall Lee, 
Jr.,') raises a question of crucial impor- 
tance not only to the medical economy but 
to the whole pattern of our American so- 
ciety. 


For, as Dr. Lee puts it, the attitude he 
describes “may be acceptable for the child 
of an indulgent parent, but it is not appro- 
priate for a free man in a free society.” 


What can the doctor do to counteract 
this philosophy and to forestall the social- 
ization of medicine which may be its ulti- 
mate product? 


First, the doctor should learn all he can 
learn about our voluntary medical prepay- 
ment programs. Physicians should recog- 
nize that, in Dr. Lee’s words, “Far from 
being the meddlesome ‘third party’ for 
which they have an uneasy fear, (the pre- 
payment program) stands with them in the 
common effort to preserve a_ cherished 
concept of freedom.” 


Secondly, the doctors—and only he—can 
make these programs operate to the satis- 
faction of the patient. Only he can see to it 
that the subscriber gets full value for the 
premium dollar he has invested in our vol- 
untary medical care program. 


Finally, the medical profession’s own 
sponsored Blue Shield Plans offer the 
American doctor an opportunity not only 
to strengthen and confirm his patient’s 
confidence in our traditional way of prac- 
ticing medicine, but also to participate 
actively in guiding the destiny of our med- 
ical prepayment program in the days ahead. 
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CORRESPONDENCE 
To the Editor: 


Recently I received from the Board of 
Medical Examiners of the State of North 
Carolina a pamphlet listing the registered 
physicians in the state of North Carolina. 
Although I did not count the exact number 
registered I estimated that approximately 
five thousand physicians were registered in 
this pamphlet. It appears that the intake 
from this project is amounting to over $25 
thousand. 

In the foreword in this pamphlet the 
Board of Medical Examiners of the State 
are nice enough to give an exact copy of the 
law wherein this taxation is ordered. How- 
ever, I do not read in the law as published 
any direction wherein money will be spent 
from this collection to publish and mail out 
a pamphlet such as I have received. As I 
am a member of the North Carolina Med- 
ical Society I find that the roster which is 
published by the Society is much more con- 
venient and comprehensive as to the infor- 
mation on doctors in North Carolina. In 
fact, the pamphlet as put out by the Board 
of Medical Examiners is grossly lacking in 
the information and consequently will serve 
no purpose due to the fact that the roster 
published by the Medical Society is better. 

How many years will the physicians of 
North Carolina have to be bled for $25 
thousand or more every two years for them 
to finally realize that this is just another 
unnecessary taxation placed upon them? 

I sincerely hope that you will take some 
steps to bring this matter before the mem- 
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bership of the North Carolina Medical So- 
ciety in an effort to get them to voice their 
feeling on this taxation and to take a firm 
stand on its approval or disapproval. If the 
consensus is toward approval then it should 
be so stated. If the voice is for disapproval 
then I think the Medical Society JOURNAL 
should be the place for the beginning of a 
campaign to have this law removed with all 
expediency. 

The internal revenue department knows 
the physicians of the state, the military 
knows the names of the physicians it may 
need, the North Carolina Medical Society 
has a roster of its members, the North 
Carolina Board of Medical Examiners now 
have a complete list of the physicians of 
the state, so now, who can defend the per- 
petuation of this unfair and unnecessary 
piece of legislation? 

J. R. GAMBLE, JR., M.D. 
Lincolnton 


Note: The Biennual Registration Act 
was recommended after long deliberation 
by the Board of Medical Examiners, and 
adopted by a large majority of the dele- 
gates at its 1956 meeting. The reasons for 
it were given by Dr. Combs in a guest edi- 
torial in the December, 1957, issue. Since 
the NORTH CAROLINA MEDICAL JOURNAL is 
the official organ of the North Carolina 
Medical Society, it would not be consistent 
for it to lead a crusade against a policy ap- 
proved by a majority of our House of Dele- 
gates. The columns of the JOURNAL, how- 
ever, are open to any members who wish to 
give their views on this or any other action 
of the Society.—£d. 
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Committees and Organizations 


SCHEDULE OF COMMITTEE AND 


COMMISSION APPOINTMENTS, 


1960-1961 


The Committees listed herein have been authorized by President Amos N. Johnson, 
and/or are required under the Constitution and By-Laws. 

Particular note should be taken of the authorization of the House of Delegates of 
a Commission form of organizational activity and that all Committees, excepting Com- 
mittee on Nomination, Committee on Negotiation, and Committee on Grievances, are seg- 
regated under the respective Commission in which the function of the committee log- 
ically rests. This will tend to eliminate overlapping and duplication in activity programs 
and result in coordination of the work of the Society in a manner to lessen the work of 
the delegates in the Annual Meeting of the House of Delegates. ) 

(The President, Secretary and Executive Director of the Society are ex-officio 
members of all committees and, along with the Commission Chairman, should receive no- 
tice of meetings, agenda and minutes of committee meetings during the activity year.) 


ADMINISTRATION COMMISSION 

Wayne J. Benton, M.D., Chairman 

2320 Battleground Rd. Committee 
Greensboro, North Carolina listing 


Finance, Committee on (I-1) #19 
Wayne J. Benton, M.D., Chairman 

2320 Battleground Rd. 

Greensboro, North Carolina. 


Liaison to Study Integration of Negro #44 
Physicians into Medical Society of State of 
North Carolina 

J. Street Brewer, M.D., Chairman 

P.O. Box 98 

Roseboro, North Carolina 


ADVISORY AND STUDY COMMISSION 
Jacob H. Shuford, M.D., Chairman 

7 Main Avenue Place, S. W. 

Hickory, North Carolina 


Auxiliary Advisory and Archives of Medical 
Society History, Committee on, (II-1) #1 
Roscoe D. McMillan, M.D., Chairman 

P. O. Box 232 

Red Springs, North Carolina 


American Medical Education Foundation, 
Committee on, (II-2) 

Ralph B. Garrison, M.D., Chairman 

222 N. Main Street 

Hamlet, North Carolina 

Blue Shield, Committee on (II-3) 

Jacob H. Shuford, M.D., Chairman 

7 Main Avenue Place, S. W. 

Hickory, North Carolina 

Constitution and By-Laws, 

Committee on, (II-4) #13 
Roscoe D. McMillan, M.D., Chairman 

Box 232 

Red Springs, North Carolina 

Credit Bureau, 

Committee on Medical, (II-5) 

W. Howard Wilson, M.D., Chairman 

408 Professional Building 

Raleigh, North Carolina 

Industrial Commission of North Carolina 
Committee to Work with, (II-6) # 
Thomas B. Dameron, Jr., M.D., Chairman 
1313 Danieis Street 

Raleigh, North Carolina 

Medical Care of Dependents of Members of 
Armed Forces, (MEDICARE) 

Committee on, (II-7) #28 
David M. Cogdell, M.D., Chairman 

911 Hay Street 

Fayetteville, North Carolina 
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Student A.M.A. Chapters, 
Committee Advisory to, (II-8) 
John P. Davis, M.D., Chairman 
821 Nissen Building 
Winston-Salem, North Carolina 


ANNUAL CONVENTION COMMISSION 
R. Beverly Raney, M.D., Chairman 
North Carolina Memorial Hospital 
Chapel Hill, North Carolina 
Arrangements, (of Facilities Annual 
Session), Committee on, (III-1) 
John S. Rhodes, M.D., Chairman 
700 West Morgan Street 
Raleigh, North Carolina 
Audio-Visual Scientific Postgraduate 
Instruction, Committee on, (III-2) 
J. Leonard Goldner, M.D., Chairman 
Duke Hospital 
Durham, North Carolina 
Awards, Committee on, (III-3) 
To be announced in Fall 
Delegates, Committee on Credentials 
to House of Delegates (III-4) 
T. Tilghman Herring, M.D., Chairman 
Wilson Clinic 
Wilson, North Carolina 
= Committee on Scientific, 

-5 
Raphael W. Coonrad, M.D., Chairman 
Broad & Englewood 
Durham, North Carolina 
Golf Tournament, Committee on 
Medical (III-6) 
Wm. A. Brewton, M.D., Chairman 
5 Lake Dr. 
Enka, North Carolina 
Scientific Works, Committee on (III-7) 
Wm. MeN. Nicholson, M.D., Chairman 
Duke Hospital 
Durham, North Carolina 
PROFESSIONAL SERVICE COMMISSION 
George W. Paschal, Jr., M.D., Chairman 
1110 Wake Forest Rd. 
Raleigh, North Carolina 
Emergency Medical and Military Service 
Committee on (IV-1) #16 
George W. Paschal, Jr., M.D., Chairman 
1110 Wake Forest Rd. 
Raleigh, North Carolina 
Eye Care and Eye Bank, 
Committee on (IV-2) 
George T. Noel, M.D., Chairman 
211 Raleigh Building 
Kannapolis, North Carolina 
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Insurances, Committee on, (IV-3) #24 
Joseph W. Hooper, Jr., M.D., Chairman 

410 North 11th Street 

Wilmington, North Carolina 

Necrology, Committee on, (IV-4) 

Charles H. Pugh, M.D., Chairman 

Box 527 

Gastonia, North Carolina 

Nursing, Committee of Physicians on, 
(IV-5) #33 
Robert R. Cadmus, M.D., Chairman 

N. C. Memorial Hospital 

Chapel Hill, North Carolina 

Postgraduate Medical Study, 

Committee on (IV-6) #35 
Samuel L. Parker, Jr., M.D., Chairman 
Kinston Clinic 

Kinston, North Carolina 


PUBLIC RELATIONS COMMISSION 


Hubert Mc.N. Poteat, Jr., M.D., Chairman 
713 Wilkins Street 

Smithfield, North Carolina 

Hospital and Professional Relations and 
Liaison to North Carolina Hospital 
Association, Committee on (V-1) #22 
Theodore H. Mees, M.D., Chairman 

501 West 27th Street 

Lumberton, North Carolina 

Legislation, Committee on, (V-2) #25 
Hubert McN. Poteat, Jr., M.D., Chairman 
713 Wilkins Street 

Smithfield, North Carolina 

Medical-Legal Committee (V-3) #27 
Julius A. Howell, M.D., Chairman 

Bowman Gray School of Medicine 
Winston-Salem, North Carolina 

Public Relations, Committee on (V-4) #37 
Edgar T. Beddingfield, Jr., M.D., Chairman 
P. O. Box 137 

Stantonsburg, North Carolina 

Rural Health and General Practitioner 
Award, Committee on (V-5) 

R. Vernon Jeter, M.D., Chairman 

Plymouth Clinic 

Plymouth, North Carolina 

Insurance Industry Liaison Committee #43 
Frank Jones, M.D., Chairman 

Catawba Hospital 

Newton, North Carolina 


PUBLIC SERVICE COMMISSION 


John R. Kernodle, M.D., Chairman 

Kernodle Clinic 

Burlington, North Carolina 

Anesthesia Study, Committee on, (VI-1) #3 
David A. Davis, M.D., Chairman 

North Carolina Memorial Hospital 

Chapel Hill, North Carolina 

Board of Public Welfare of North Carolina, 
Committee Advisory to, (VI-2) #9 
J. Street Brewer, M.D., Chairman 

P. O. Box 98 

Roseboro, North Carolina 

Cancer, Committee on, (VI-3) 

James F. Marshall, M.D., Chairman 

310 West 4th Street 

Winston-Salem, North Carolina 

Child Health, Committee on, (VI-4) #11 
Angus M. McBryde, M.D., Chairman 

809 West Chapel Hill Street 

Durham, North Carolina 

Chronic Illness, Tuberculosis and Heart 
Disease, Committee on, (VI-5) #12 
John R. Kernodle, M.D., Chairman 
Kernodle Clinic 

Burlington, North Carolina 
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Maternal Health, Committee on, (VI-6) #26 
James F. Donnelly, M.D., Chairman 
State Board of Health 
Raleigh, North Carolina 
Mental Health, Committee on, (VI-7) #29 
Allyn B. Choate, M.D., Chairman 
1012 Kings Drive 
Charlotte, North Carolina 
Occupational Health, Committee on, 
Harry L. Johnson, M.D., Chairman 
P. O. Box 530 
Elkin, North Carolina 
Poliomyelitis, Committee on, (VI-9) 
Samnei F. Ravenel, M.D., Chairman 
104 E. Northwood Street 
Greensboro, North Carolina 
Rehabilitation Physical, 
Committee on (VI-10) 
George W. Holmes, wi.D., Chairman 
2240 Cloverdale Avenue 
Winston-Salem, North Carolina 
School Health, Committee on, (VI-11) 
Irma C. Henderson Smathers, M.D., 
Chairman 
1295 Merrimon Avenue 
Asheville, North Carolina 
Veterans Affairs, Committee on, (VI-12) #42 
Samuel L. Elfmon, M.D., Chairman 
225 Green Street 
Fayetteville, North Carolina 
NOMINATIONS, COMMITTEE ON (not 
commission constitutionally provided) #32 
Jacob H. Shuford, M.D., Chairman 
7 Main Ave. Place, S.W. 
Hickory, North Carolina 
GRIEVANCES, COMMITTEE ON, (not a 
commission By-Law provided) #20 
James P. Rousseau, M.D., Chairman 
1014 W. Fifth Street 
Winston-Salem, North Carolina 
NEGOTIATIONS, COMMITTEE ON, (not a 
commission By-Law provided) #31 
Wm. F. Hollister, M.D., Chairman 
Moore County Hospital 
Pinehurst, North Carolina 
Committee Advisory to the Auxiliary and 
Archives of Medical Society History (14) II-1 
Roscoe D. McMillan, M.D., Chairman, Box 
232, Red Springs 
Ethel May Brownsberger, M.D., 75 Hender- 
sonville Road, Biltmore 
Warner L. Wells, M.D., Consultant, N. C. 
Memorial Hospital, Chapel Hill 
Coy C. Carpenter, M.D., Consultant, Bowman 
Gray, Winston-Salem 
Wilburt C. Davison, M.D., Consultant, 
Roaring Gap 
Joseph M. Hitch, M.D., 415 Professional 
Bldg., Raleigh 
Wingate M. Johnson, M.D., 300 S. Hawthorne 
Road, Winston-Salem 
Rose Pully, M.D., 1007% N. College Street. 
Kinston 
Ivan M. Procter, M.D., 209 Hillcrest Road, 
Raleigh 
Jean Bailey Brooks, M.D., 1100 N. Elm 
Street, Greensboro 
James P. Rousseau, M.D., 1014 West Fifth 
Street, Winston-Salem 
Ben F. Royal, M.D., 900 Shepherd Street, 
Morehead City 
James Tidler, M.D., 1010 Grace Street, Wil- 
mington 
Paul F. Whitaker, M.D., 1205 N. Queen 
Street, Kinston 
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Committee on American Medical Education 

Foundation (AMEF) (7) II-2 

Ralph B. Garrison, M.D., Chairman, 222 N. 
Main Street, Hamlet 

Wm. LeRoy Fleming, M.D., UNC School of 
Medicine, Chapel Hill 

J. Bivins Helms, M.D., Box 24, Morganton 

Harry L. Johnson, M.D., Box 530, Elkin 

Paul F. Maness, M.D., 328 W. Davis Street, 
Burlington 

Manson Meads, M.D., Bowman Gray, Win- 
ston-Salem 

Wm. Pettway Peete, M.D., Duke Hospital, 
Durham 


Committee on Anesthesia Study Commission 

(11) VI-1 

David A. Davis, M.D., Chairman, N. C. Mem- 
orial Hospital, Chapel Hill 

Beverly W. Armstrong, M.D., 106 W. 7th 
Street, Charlotte 2 

John R. Ashe, Jr., M.D., 624-A. N. Church 
Street, Concord 

Horace M. Baker, Jr., M.D., Medical Arts 
Building, Lumberton 

Samuel R. Cozart, M.D., 122 S. Green Street, 
Greensboro 

D. LeRoy Crandell, M.D., Bowman Gray, 
Winston-Salem 

Joseph S. Hiatt, Jr., M.D., 208 S. W. Broad 
Street, Southern Pines 

John R. Hoskins, III, M.D., 203 Doctors 
Bldg., Asheville 

Will Camp Sealy, M.D., Duke Hospital, Dur- 


ham 
Charles R. Stephen, M.D., Box 3535, Duke 
Hospital, Durham 
Thomas B. Wilson, M.D., 
Laboratory, Raleigh 


Committee on Arrangements (3)—(plus 3 

consultants) III-1 

John S. Rhodes, M.D., Chairman, 700 W. 
Morgan Street, Raleigh 

Theodore S. Raiford, M.D., 301 Doctors Bldg., 
Asheville 

Walter Spaeth, M.D., 116 South Road Street, 
Elizabeth City 

George Gilbert, M.D., Consultant, 309 Doc- 
tors Bldg., Asheville 

Robert S. Roberson, M.D., Consultant, 102 
Brown Avenue, Hazelwood 

Jack C. Horner, M.D., Consultant, 119 Hus- 
pital Drive, Spruce Pine 

Committee on Scientific Audio-Visual 

Postgraduate Instruction (10) III-2 

J. Leonard Goldner, M.D., Chairman, Duke 
Hospital, Durham 

Lenox D. Baker, M.D., Duke Hospital, Dur- 


Rex Hospital 


ham 

H. Frank Starr, M.D., Pilot Life Insurance 
Company, Greensboro 

Gordon M. Carver, Jr., M.D., 1203 Broad 

Street, Durham 

Joseph F. McGowan, M.D., 200 New Medical 
Bldg., Asheville 

C. Glenn Sawyer, M.D., Bowman Gray, Win- 
ston-Salem 

L. Everett Sawyer, M.D., 104 W. Colonial 
Avenue, Elizabeth City 

J. O. Williams, M.D., Cabarrus Memorial Hos- 
pital, Concord 

George T. Wolff, M.D., Co-Chairman, 135 
Bishop Street, Greensboro 

Warner L. Wells, M.D., N. C. Memorial Hos- 
pital, Chapel Hill 

Committee on Scientific Awards (10) III-3 
(to be announced in Fall) 


7. 
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Committee on Scientific Works (III-7) (5)- 

(plus Section Chairmen as Consultants) 

Wm. MeN. Nicholson, M.D., Chairman, Duke 
Hospital, Durham an 

Hubert MeN. Poteat, Jr., M.D., 713 Wilkins 
Street, Smithfield 

Paul F. Maness, M.D., 328 W. Davis Street, 
Burlington 

George M. Cooper, Jr., M.D., 2111 Clark 
Avenue, Raleigh 

George T. Wolff, M.D., 135 Bishop Street, 
Greensboro 

Consultants: (1960-1961 Section Chairmen) 

Julius Sader, M.D. (Gen. Practice of Medi- 
cine), 205 East Main Street, Brevard 

Walter Spaeth, M.D. (Internal Medicine), 116 
South Road Street, Elizabeth City 

Charles W. Tillett, M.D., (Ophthal & Otol), 
1511 Scott Avenue, Charlotte 

James E. Davis, M.D. (Surgery), 1200 Bruad 
Street, Durham 

Wm. W. Farley, M.D. (Pediatrics), 903 W. 
Peace Street, Raleigh 

Fleming Fuller, M.D., (Ob-Gyn), Kinston 
Clinic, Kinston 

Isa C. Grant, M.D. (Pub Health & Ed), 3006 
Warren Ave., Raleigh 

Myron G. Sandifer, (N&P), N. C. 
Memorial Hospital, Chapel Hill 

Roger W. Morrison, M.D. (Pathology), 65 
Sunset Parkway, Asheville 

Charles E. Whitcher, M.D. (Anesthesia), 
300 Hawthorne Rd., Winston-Salem 

Isadore Meschan, M.D. (Radiology), Bowman 
Gray, Winston-Salem 

Chalmers R. Carr, M.D. (Ortho & Trauma- 
tology), 1822 Brunswick Avenue, Charlotte 

Mr. John Feagin (Student AMA), Duke Uni- 
versity School of Medicine, Durham 


Committee on Blue Shield (9) II-3 

Jacob H. Shuford, M.D., Chairman (1962), 
7 Main Avenue Place, S. W., Hickory 

W. Z. Bradford, M.D., (1961), 1509 Elizabeth 
Avenue, Charlotte 

Willard C. Goley, M.D. (1962), 214 N. Mar- 
ket Street, Graham 

William J. Cromartie, M.D. (1963), UNC 
School of Medicine, Chapel Hill 

John R. Hoskins, III, M.D. (1963), 203 Doc- 
tors Bldg., Asheville 

Julius A. Howell, M.D. (1961), Bowman Gray, 
Winston-Salem 

John W. Morris, M.D., (1962), 1707 Arendell 
Street, Morehead City 

E. Eugene Menefee, Jr., M.D. (1963), Duke 
Hospital, Durham 

Max P. Rogers, M.D. (1961), 624 Quaker 
Lane, High Point 

Committee Advisory to North Carolina State 

Board of Public Welfare (9) VI-2 

J. Street Brewer, M.D., Chairman, Box 98 
Roseboro 

Bruce B. Blackmon, M.D., Buies Creek 

Stephen R. Bartlett, Jr., M.D., 1001 E. 4th 
Street, Greenville 

Allyn B. Choate, M.D., 1012 Kings Drive, 
Charlotte 2 

Clyde R. Hedrick, M.D., 104 North Main 
Street, Lenoir 

J. Kempton Jones, M.D., 1001 S. Hamilton 
Road, Chapel Hill 

B. Bruce Langdon, M.D., 903 Hay Street, 
Fayetteville 

Wm. Raney Stanford, M.D., 111 Corcoran 
Street, Durham 

David G. Welton, M.D., 718 Professional 
Bldg., Charlotte 2 
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Committee on Cancer (12) (Legal—1 each 

Congressional District) VI-3 

James F. Marshall, M.D., Chairman, 310 W. 
4th Street, Winston-Salem 

Wm. H. Bell, Jr., M.D. (3rd), P. O. Box 1580, 


New Bern 

Joshua F. B. Camblos, M.D. (12th), 500 New 
Medical Bldg., Asheville 

Charles I. Harris, Jr., M.D. (1st), Martin 
General Hospital, Williamston 

Arthur B. Bradsher, M.D. (6th), 1200 Broad 
Street, Durham 

Harry V. Hendrick, M.D. (11th), Rutherford 
Hospital, Rutherfordton 

Harold A. Peck, M.D. (8th), Moore Mem- 
orial Hospital, Pinehurst 

Charles Glenn Mock, M.D. (10th), 200 Haw- 
thorne Lane, Charlotte 

David L. Pressly, M.D. 
Street, Statesville 

Samuel L. Parker, Jr., M.D. (2nd), Kinston 
Clinic, Kinston 

Hubert McN. Poteat, Jr., M.D. (4th), 713 
Wilkins St., Smithfield 

D. Ernest Ward, Jr., M.D. (7th), 304 Med- 
ical Arts Building, Lumberton 

Committee on Child Health (9) VI-4 

Angus M. McBryde, M.D., Chairman, 809 W. 
Chapel Hill Street, Durham 

P. J. McElrath, M.D., 500 St. Mary’s Street, 
Raleigh 

Dan P. Boyette, Jr., M.D., 
Street, Ahoskie 

Harrie R. Chamberlin, M.D., UNC Schoo] of 
Medicine, Chapel Hill 

Jean C. McAlister, M.D., 
Street, Greensboro 

John W. Nance, M.D., 


Clinton 

Wm. H. Patton, Jr., M.D., 305 College 
Street, Morganton 

Robert L. Vann, M.D., Bowman Gray, Win- 
ston-Salem 

Robert F. Poole, Jr., M.D., 817 Hillsboro 
Street, Raleigh 

Committee on Chronic Illness, Including 

Tuberculosis and Heart Disease (15) VI-5 

John R. Kernodle, M.D., Chairman, Kernodle 
Clinic, Burlington 

Stephen R. Bartlett, Jr.. M.D., 1001 E. 4th 
Street, Greenville 

Robert H. Dovenmuehle, M.D., Duke Hospi- 
tal, Durham 

John D. Fitzgerald, M.D., 409 Roxboro Bldg., 
Roxboro 

Robert L. Garrard, M.D., 800 North Elm 
Street, Greensboro 

O. David Garvin, M.D., Health Department, 
Chapel Hill 

Robert A. Gregg, M.D., Central Convalescent 
Hospital, Greensboro 

Emery T. Kraycirik, M.D., Box 1153, Bur- 
lington 

Daniel A. McLaurin, M.D., 118 Main Street, 
Garner 

Thomas R. Nichols, M.D., 206 N. Sterling 
Morganton 

Elbert L. Persons, 
Durham 

John L. Shirey, M.D., 1 
Asheville 

George L, Verdone, M.D., 1012 Kings Drive, 
Charlotte 

Donald D. Weir, M.D., N. C. Memorial Hos- 
pital, Chapel Hill 

Wm. H. Flythe, M.D., 
High Point 


(9th), 1025 Davie 


217 W. Main 


104 E. Northwood 


401 Cooper Drive, 


M.D., Duke Hospital, 


Battle Square, 


624 Quaker Lane, 


13. 
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Committee on Constitution and By-Laws 

(5) Il-4 

Roscoe D. McMillan, M.D., 
232, Red Springs 

Millard D. Hill, MD., 15 W. Hargett Street, 
Raleigh 

W. Schoenheit, M.D., 
Street, Asheville 

G. Westbrook Murphy, M.D., 
Bldg., Asheville 

Louis deS. Shaffner, M.D., 300 S. Hawthorne 
Road, Winston-Salem 


Chairman, Box 


46 Haywood 
103 Doctors 


Committee on Medical Credit Bureaus (7) 

W. Howard Wilson, M.D., Chairman, 403 
Professional Bldg., Raleigh 

Fred K. Garvey, M.D., Bowman Gray, Win- 
ston-Salem 

John R. Hoskins, III, M.D., 203 Doctors 
Bidg., Asheville 

Bob Lewis Fields, M.D., Professional Bldg., 
Salisbury 

Lockert B. Mason, M.D., 1006 Murchison 
Bldg., Wilmington 

Ross S. McElwee, Jr., M.D., 1340 Romany 
Road, Charlotte 

Ralph J. Sykes, M.D., 205 Rawley Avenue, 
Mt. Airy 


Committee on Credentials of Delegates to 

House of Delegates (5) III-4 

T. Tilghman Herring, M.D., Chairman, Wil- 
son Clinic, Wilson 

Milton S. Clark, M.D., Wachovia Bank Bldg., 


Goldsboro 
James E. Hemphill, M.D., 1012 Kings Drive, 
144 Coast Line 


Charlotte 

Robert M. Whitley, M.D., 
Street, Rocky Mount 

Charles B. Wilkerson, M.D., 


Avenue, Raleigh 


Committee on Emergency Medical and 

Military Service (8) IV-1 

George W. Paschal, Jr., M.D., Chairman, 
1110 Wake Forest Road, Raleigh 

Chauncey L. Royster, M.D. Co-Chairman, 707 
W. Morgan Street, Raleigh 

Zackary F. Long, M.D., 304 E. Washington 
St., Rockingham 

Leslie M. Morris, M.D., Medica] Building, 
Gastonia 

H. Mack Pickard, M.D., 7 N. 17th Street, 


Wilmington 
Daniel N. Stewart, Jr., M.D., 3 Third Ave- 
M.D., 722 St. Mary’s 


100 S. Boylan 


nue, N. W., Hickory 
Hugh F. McManus, Jr., 
Street, Raleigh 
George A. Watson, M.D., 
Street, Durham 


Committee on Scientific Exhibits (7) III-5 
Raphael W. Coonrad, M.D., Chairman, Broad 


& Englewood Sts., Durham 

Lenox D. Baker, M.D., Co-Chairman, 
Hospital, Durham 

Wm. Henry Boyce, 
Winston-Salem 

Thomas B. Daniel, 


306 S. Gregson 


Duke 
M.D., Bowman Gray, 


M.D., 700 W. Morgan 
Street, Raleigh 


Erle E. Peacock, Jr.,. M.D., N. C. Memorial 
Hospital, Chapel Hill 
Norris Smith, M.D., 
Village, Greensboro 
Vernon H. Youngblood, M.D., 609 Kannapo- 
lis Highway, Concord 
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aaa on Eye Care and Eye Bank (8) 

IV-2 

George T. Noel, M.D., Chairman, 211 
Raleigh Building, Kannapolis 

Wm. Banks Anderson, M.D., Box 3802, Duke 
Hospital, Durham 

Horace M. Dalton, M.D., 400 Glenwood Ave- 
nue, Kinston 

Louten R. Hedgpeth, M.D., Medical Arts 
Building, Lumberton 

George Levi, M.D., 
Fayetteville 

Edward E. Moore, M.D., 706 Flatiron Bldg., 
Asheville 

J. David Stratton, M.D., 1012 Kings Drive, 
Charlotte 

George T. Thornhill, M.D., 720 W. Jones 
Street, Raleigh 


Committee on Finance (3) plus consultants 


802 Glenwood Drive, 


Wayne J. Benton, M.D., Chairman, 2320 
Battleground Road, Greensboro 

Lenox D. Baker, M.D., Duke Hospital, Dur- 
ham 

Arthur L. Daughtridge, 
Rocky Mount 

Alexander Webb, Jr., M.D., Consultant, 231 
Bryan Bldg., Raleigh 

Graham B. Barefoot, M.D., Consultant, Box 
1198, Wilmington 

Newsom P. Battle, M.D., Consultant, 404 
Falls Road, Rocky Mount 

Isaac E. Harris, Jr., M.D., Consultant, 1200 
Broad Street, Durham 

Donald B. Koonce, M.D., Consultant, 408 N. 
llth Street, Wilmington 

Malory A. Pittman, M.D., Consultant, Wil- 
son Clinic, Wilson 

James P. Rousseau, M.D., Consultant, 1014 
West Fifth Street, Winston-Salem 


M.D., Box 111, 


O. Norris Smith, M.D., Consultant, 1019 Pro- 
fessional] Village, Greensboro 

Edward W. Scheenheit, M.D., Consultant, 46 
Haywood Street, Asheville 


John C. Reece, M.D., 
Hospital, Morganton 
A. Hewitt Rose, Jr., M.D., Consultant, 2009 

Clark Avenue, Raleigh 


Committee on Grievances (5) (Ist Five Past 

Presidents) VIII-0 

James P. Rousseau, M.D., Chairman, 1014 
West Fifth Street, Winston-Salem 

John C. Reece, M.D., Secretary, Grace Hos- 
pital, Morganton 

Lenox D. Baker, M.D., Duke Hospital, Dur- 


ham 

Edward W. Schoenheit, M.D., 46 Haywood 
Street, Asheville 

Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 

Committee on Medical Golf Tournament 

(3) 

Wm. A. Brewton, M.D., Chairman, 5 Lake 
Drive, Enka 

Ralph B. Garrison, M.D., 222 N. Main Street, 
Hamlet 

Charles W. Styron, M.D., 615 St. Mary’s 
Street, Raleigh 

Committee on Hospital and Professional 

Relations and Liaison to North Carolina 

Hospital Association (10) V-1 

Theodore H. Mees, M.D., Chairman (5th), 
501 W. 27th Street, Lumberton , 

Quinton E. Cooke, M.D., (1st), 209 E. Main 
Street, Murfreesboro 

Paul McNeely Deaton, M.D., (9th), 766 Hart- 
ness Road, Statesville 


Consultant, Grace 


23. 
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John Tyler Dees, M.D., (3rd), Box 248, Bur- 


gaw 

Frederick C. Hubbard, M.D. (8th), Box 30, 
North Wilkesboro 

H. Lee Large, Jr., M.D. (7th), Presbyterian 
Hospital, Charlotte 

Arthur H. London, Jr., M.D. (6th), 306 S. 
Gregson Street, Durham 

Wm. A. Farmer, M.D. 
Street, Fayetteville 

James S. Raper, M.D. (10th), Doctors Build- 
ing, Asheville 

Jack W. Wilkerson, M.D. (4th), Community 
Clinic, Stantonsburg 

Committee to Work with North Carolina 

Industrial Commission (6) II-6 

Thomas B. Dameron, Jr., M.D., Chairman, 
1313 Daniels Street, Raleigh 

Wm. F. Hollister, M.D., Moore County Hospi- 
tal, Pinehurst 

James S. Mitchener, Jr., M.D., Scotland 
County Memorial Hospital, Laurinburg 

Guy L. Odom, M.D., Duke Hospital, Durham 

Malory A. Pittman, M.D., Wilson Clinic 
Wilson 

Charles T. Wilkinson, M.D., 205 Waite Street, 
Wake Forest 

Committee on Insurances (7) IV-3 

Joseph W. Hooper, Jr., M.D., Chairman, 410 
N. 11th Street, Wilmington 

Robert H. Brashear, Jr., M.D., N. C. Mem- 
orial Hospital, Chapel Hill 

John C. Burwell, Jr., M.D., 1026 Professional 
Village, Greensboro 

Barry F. Hawkins, M.D., Ardsley Road, Con- 
cord 

Alban Papineau, M.D., Plymouth Clinic, Ply- 
mouth 

Henry B. Perry, Jr., M.D., 344 North Elm 
Street, Greensboro 

S. Glenn Wilson, M.D., Box 158, Angier 

Committee on Legislation (3 members plus 

President & Secretary) 10 Consultants) V-2 

Hubert McN. Poteat, Jr., M.D., Chairman- 
(National), 713 Wilkins Street, Smithfield 

Lenox D. Baker, M.D., Duke Hospital, Durham 

Edgar T. Beddingfield, Jr., M.D., Co-Chair- 
man-(State), P. O. 137, Stantonsburg 

Amos N, Johnson, M.D., President (Ex Offi- 
cio), Garland 

John S. Rhodes, M.D., Secretary (Ex Officio), 
700 W. Morgan Street, Raleigh 

Daniel S. Currie, Jr., M.D. (Consultant), 111 
Bradford Avenue, Fayetteville 

Joseph S. Holbrook, M.D., (Consultant), 
Davis Hospital, Statesville 

Wm. E. Keiter, M.D. (Consultant) 400 Glen- 
wood Avenue, Kinston 

Donald B. Koonce, M.D. (Consultant), 408 N. 
llth Street, Wilmington 

Leslie M. Morris, M.D. (Consultant), Med- 
ica Building, Gastonia 

Zack D. Owens, M.D. (Consultant), Medical 
Building, Elizabeth City 

Robert Stuart Reberson, M.D. (Consultant), 
102 Brown Avenue, Hazelwood 

James P. Rousseau, -D. (Consultant) 1014 
West Fifth Street, Winston-Salem 

Ben F. Royal, M.D. (Consultant), 907 Evans 
Street, Morehead City 

Thomas B. Dameron, Jr., M.D. (Consultant), 
1313 Daniels Street, Raleigh 

Committee on Maternal Health (14) VI-6 

James F Donnelly, M.D., Chairman (1966), 
State Board of Health, Raleigh 

W. Joseph May, M.D., Secretary (8th), 121 
Professional Bldg., Winston-Salem 


(2nd), 103 Davis 
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Glenn E. Best, M.D., (3rd)-(1966), Main 
Street, Clinton 

Jesse Caldwell, Jr., M.D., (7th)-(1961), 114 
West Third Street, Gastonia 

P. J. McElrath, M.D. (6th)-(1961), 500 St. 
Mary’s Street, Raleigh 

Milton S. Clark, M.D. (4th)-(1961), Wacho- 
via Bank Bldg., Goldsboro 

W. Otis Duck, M.D. (10th)-(1963), Box 387, 
Mars Hill 

Wm. A. Hoggard, Jr., M.D. (1st)-(1965), 
1502 Carolina Avenue, Elizabeth City 

Wm. R. Wellborn, Jr., M.D. (9th)-(1964), 222 
W. Union Street, Morganton 

Frank R. Lock, M.D. (BG)-(1965), 300 S. 
Hawthorne Road, Winston-Salem 

Hugh A. McAllister, M.D. (5th)-(1965), 27th 
at Barker St., Lumberton 

Roy T. Parker, M.D. (Duke)-(1966), Box 
3517, Duke Hospital, Durham 

Robert A. Ross, M.D. (UNC)-(1963), N. 
Memorial Hospital, Chapel Hill : 

H. Fleming Fuller, M.D. P(2nd)-(1963), Kin- 
ston Clinic, Kinston 


Medical-Legal Committee (7) V-3 

Julius A. Howell, M.D., Chairman, Bowman 
Gray, Winston-Salem 

Theodore S. Raiford, M.D., 301 Doctors 
Bldg., Asheville 

David G. Welton, M.D., 403 N. Tryon Street, 
Charlotte oF 

John W. Foster, M.D., Veterans Administra- 
tion, Winston-Salem 

Connell G. Garrenton, M.D., Bethel Clinic, 
Bethel 

June U. Gunter, M.D., Watts Hospital, Dur- 


am 
Bennette B. Pool, M.D., 414 Nissen Building, 
Winston-Salem 


Committee on Medical Care Armed Forces 
Dependents (“MEDICARE”) (13) (plus 
SubCommittee Consultants—19) II-7 
David M. Cogdell, M.D., Chairman, 911 Hay 
Street, Fayetteville 
George A. Watson, M.D., 306 S. Gregson 
Street, Durham 
Wm. H. Breeden, M.D., 1606 Morganton 
Road, Fayetteville 
Everett I. Bugg, Jr., M.D., Broad and Engle- 
wood Sts., Durham 
Jesse Caldwell, Jr., M.D., 114 W. Third 
Street, Gastonia 
Daniel S. Currie, Jr., M.D., 111 Bradford 
Avenue, Fayetteville 
Powell G. Fox, M.D., 1110 Wake Forest 
Road, Raleigh 
Wm. F. Hollister, M.D., Moore County Hus- 
pital, Pinehurst 
Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 
J. Douglas McRee, M.D., 2109 Clark Avenue, 
Raleigh 
Vernon L. Andrews, M.D., Box 407, Mt. Gilead 
A. Ledyard DeCamp, M.D., 1505 Elizabeth 
Avenue, Charlotte 
Donald H. Vollmer, M.D., 403 Doctors Bldg., 
Asheville 
A.—General Medicine 
John L. McCain, M.D., Chairman, Wiison 
Clinic, Wilson 
B. Joseph Christian, M.D., 948 Walker 
Avenue, Greensboro 
—— E. Fields, M.D., Box 788, Chapel 
ill 
Joseph M. Hitch, M.D., 415 Professional 
Bldg., Raleigh 


B.—Radiology 
James E. Hemphill, M.D., Chairman, 
1012 Kings Drive, Charlotte 
Joe Lee Frank, Jr., M.D., Roanoke- 
Chowan Hospital, Ahoskie 
C.—Surgery 
Wayne H. Stockdale, M.D., Chairman, 
703 North Street, Smithfield 
Howard M. Ausherman, M.D., 200 Haw- 
thorne Lane, Charlotte 
Fred K. Garvey, M.D., Bowman Gray, 
Winston-Salem 
George R. Miller, M.D., 412 Realty Bldg., 
Gastonia 
~ L. Odom, M.D., Duke Hospital, Dur- 
am 
C. F. Siewers, M.D., 201 Churchill Drive, 
Fayetteville 
Larry Turner, M.D., 1110 W. Main 
Street, Durham 
D.—Obstetrics & Gynecology 
John C. Burwell, Jr., M.D., Chairman, 
1026 Professional Village, Greensboro 
R. Vernon Jeter, M.D., Plymouth Clinic, 
Plymouth 
Trogler F. Adkins, M.D., 306 S. Gregson 
Street, Durham 
E.—Pediatrics 
Dan P. Boyette, Jr., M.D., Chairman, 217 
W. Main Street, Ahoskie 
Robert F. Poole, Jr., M.D., 817 Hillsboro 
Street, Raleigh 
George W. Kernodle, M.D., Medical Cen- 
ter Pharmacy Bldg., Burlington 


Committee on Mental Health (14) VI-7 

Allyn B. Choate, M.D., Chairman, 1012 Kings 
Drive, Charlotte 

Wilmer C. Betts, Jr., M.D., 2109 Clark Ave- 
nue, Raleigh 
Ww. Busse, M.D., Duke Hospital, Durham 

Milton S. Clark, MD., Wachovia Bank Bldg., 
Goldsboro 

James F. Elliott, M.D., State Hospital, But- 
ner 

John W. Ervin, M.D., Box 132, State Hos- 
pital, Morganton 

John A. Fowler, M.D., 2212 Erwin Road, 
Durham 

Thomas T. Jones, M.D., 604 W. Chapel Hill 
Street, Durham 

— Lowenbach, M.D., Duke Hospital, Dur- 
am 

Phillip G. Nelson, M.D., 1211 Rock Spring 
Road, Greenville 

James T. Proctor, M.D., 428 Ridgefield Road, 
Chapel Hill 

—— A. Sikes, M.D., State Hospital, Ral- 
eig’ 

Joseph B. Stevens, M.D., 1017 Professional 
Village, Greensboro 

David A. Young, M.D., 714 St. Mary’s Street, 
Raleigh 

Committee on (3) IV-4 

Charles H. Pugh, M.D., Chairman, Box 527, 
Gastonia 

Charles T. Pace, M.D., Co-Chairman, 1802 
Independence, Greensboro 

Ben F. Royal, M.D., Box 628, Morehead City 

Committee on Negotiations (3) IX-0 

Wm. F. Hollister, M.D., Chairman (term ex- 
pires 1961), Moore County Hospital, Pine- 
hurst 

Theodore S. Raiford, M.D. (term expires 
1963), 301 Doctors Bldg., Asheville 

Hubert McN. Poteat, Jr., M.D. (term ex- 

1965), 713 Wilkins Street, Smith- 

ie 
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32. 


Nominating Committee 

Jacob H. Shuford, M.D., Chairman (9th) 7 
Main Avenue Place, S. W., Hickory 

Jesse Caldwell, Jr., M.D. (7th), 114 W. Third 
Street, Gastonia 

Robert M. Fales, M.D. (8rd), 913 Murchison 
Bldg., Wilmington 

Paul F. Maness, M.D. (6th), 328 W. Davis 
Street, Burlington 

Robert M. McMillan, M.D. (5th), 140 S. W. 
Broad Street, Southern Pines 

Charles M. Norfleet, Jr., M.D. (8th), Bow- 
man Gray, Winston-Salem 

Zack D. Owens, M.D. (1st), Medical Build- 
ing, Elizabeth City 

_—, B. Pace, M.D. (2nd), Box 620, Green- 
ville 

Malory A. Pittman, M.D. (4th), Wilson 
Clinic, Wilson 

James S. Raper, M.D. (10th), 103 Doctors 
Bldg., Asheville 


Committee of Physicians on Nursing (8) IV-5 

Robert R. Cadmus, M.D., Chairman, N. C. 
Memorial Hospital, Chapel Hill 

Harry L. Brockmann, M.D., 624 Quaker 
Lane, High Point 

Badie T. Clark, M.D., Carolina Genera] Hos- 
pital, Wilson 

James E. Davis, M.D., 1200 Broad Street, 
Durham 

Wm. D. James, Jr., M.D., Box 351, Hamlet 

David T. Smith, M.D., Duke Hospital, Durham 

Thomas J. Taylor, M.D., 643 Roanoke Ave- 
nue, Roanoke Rapids 

Nursing and Nursing Education—Subcom- 

mittee 

Thomas J. Taylor, M.D., Chairman, 643 Ro- 
anoke Avenue, Roanoke Rapids 

Nursing Careers-Subcommittee 

Andrew J. Crutchfield, M.D., Chairman, 610 
W. Fifth Street, Winston-Salem 

Improvement of the Care of the Patient- 

Subcommittee 

Harry L. Brockmann, M.D., Chairman, 624 
Quaker Lane, High Point 

David T. Smith, M.D., Duke Hospital, Durham 


Committee on Occupational Health (9) VI-8 

Harry L. Johnson, M.D., Chairman, Box 
530, Elkin 

. F. Cozart, M.D., 1116 S. Main Street, 
Reidsville 

B. Joseph Christian, M.D., 948 Walker Ave- 
nue, Greensboro 

Mac Roy Gasque, M.D., Pisgah Forest 

W. B. Townsend, M.D., Box 420, Charlotte 

Edgar T. Beddingfield, Jr., M.D., P. O. Box 
137, Stantonsburg 

James Kent Rhodes, M.D., 307 Woodburn 
Rd., Raleigh 

Wm. P. Richardson, M.D., N. C. Memorial 
Hospital, Box 758, Chapel Hill 

Logan T. Robertson, M.D., 17 Charlotte 
Street, Asheville 


Committee on Postgraduate Medical Study 

(8) IV-6 

Samuel L. Parker, Jr., M.D., Chairman, Kin- 
ston Clinic, Kinston 

Wayne J. Benton, M.D., 2320 Battleground 
Rd., Greensboro 

Richard C. Proctor, M.D., Bowman Gray, 
Winston-Salem 

W. Otis Duck, M.D., Box 387, Mars Hill 

Joseph A. Isenhower, M.D., 17 2nd Avenue, 
N. E., Hickory 

Wm. MeN. Nicholson, M.D., Duke Hospital, 
Durham 
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Frank R. Reynolds, M.D., 1613 Dock Street, 
Wilmington 
Wm. P. Richardson, M.D., N. C. Memorial 
Hospital, Chapel Hill 

Committee on (14) VI-9 

Samuel F. Ravenel, Chairman, 104 E. 
Northwood Street, 

Jay M. Arena, M.D., 1410 Duke University 
Road, Durham 

Edward P. Benbow, Jr., M.D., 104 E. North- 
wood Street, Greensboro : 

John W. Varner, M.D., Box 522, Lexington 

Charles R. Bugg, M.D., 627 W. Jones Street, 
Raleigh 

Ralph B. Garrison, M.D., 222 N. Main Street, 
Hamlet 

Wm. F. Harrell, Jr., M.D., Guaranty Bank 
Bldg., Elizabeth City 

Richard S. Kelly, M.D., 
Road, Fayetteville 

Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 

Robert C. Pope, M.D., Wilson Clinic, Wilson 

Frank H. Richardson, M.D., Children’s Clinic, 
Black Mountain 

Wm. A. Sams, M.D., Box BB, Marshall 

Wm. G. Spencer, Jr., M.D., 301 W. End Ave- 
nue, Wilson 

Robert F. Young, M.D, Halifax County 
Health Department, Halifax 


Committee on Public Relations (3) (7 Dis- 

trict Consultants) V-4 

Edgar T. Beddingfield, Jr., M.D., Chairman, 
(4th) (1962), P. O. Box 137, Stantonsburg 

Ralph B. Garrison, M.D. (5th) (1961), 222 
N. Main Street, Hamlet 

Courtney D. Egerton, M.D. (6th) (1963), 714 
St. Mary’s Street, Raleigh 

Stephen R. Bartlett, Jr., M.D. (2nd) (consul- 
tant), 1001 E. 4th Street, Greenville 

Glenn E. Best, M.D., (3rd) (consultant), 
Main Street, Clinton 

Wm. H. Burch, M.D., (10th) (consultant), 
Valley Clinic & Hospital, Bat Cave 

Joseph S. Holbrook, M.D., (9th) (consultant), 
Davis Hospital, Statesville 

Fred K. Garvey, M.D. (8th) (consultant), 
Bowman Gray, Winston-Salem 

Walter Spaeth, M.D. (1st) (consultant), 116 
South Road Street, Elizabeth City 

David G. Welton, M.D. (7th) (consultant), 
403 N. Tryon Street, Charlotte 


i on Physical Rehabilitation (8) 
-10 


1606 Morganton 


George W. Holmes, M.D., Chairman, 2240 


Cloverdale Avenue, Winston-Salem 

Charles H. Ashford, M.D., 603 Pollock Sireet, 
New Bern 

F. P. Dale, M.D., Kinston Clinic, Kinston 

J. Leonard Goldner, M.D., Duke Hospital, 
Durham 

Walter S. Hunt, Jr, M.D., 1313 Daniels 
Street, Raleigh 

John Hays Rosser, M.D., 222 N. Center 
Street, Statesville 

Marion B. Pate, Jr., M.D., 123 N. Second 
Street, St. Pauls 

George H. Wadsworth, M.D., 405 Colony 
Avenue, Ahoskie 


Committee on Rural Health and General 

Practitioner Award (9) V-5 

R. Vernon Jeter, M.D., Chairman, Plymouth 
Clinic, Plymouth 

Philip E. Dewees, M.D., Box 217, Sylva 

Vernon W. Taylor, Jr., M.D., 815 N. Bridge 
St., Elkin 
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J. O. Williams, M.D., Cabarrus County Hos- 
pital, Concord 

George T. Wolff, M.D., 135 Bishop Street, 
Greensboro 

Charles T. Wilkinson, M.D., 209 Wilkinson 
Bldg., Wake Forest 

Edward L. Boyette, M.D., Kenansville 

W. E. Swain, M.D., 201 E. 5th Street, Wash- 
ington 

John T. Dees, M.D., Box 248, Burgaw 

Committee on School Health and State 

Coordinating Service (9) VI-11 

Irma C. Henderson Smathers, M.D., Chair- 
man, 1295 Merrimon Avenue, Asheville 

Bruce B. Blackmon, M.D., Buies Creek 

Jean Davidson Craven, M.D., 19 W. 3rd Ave- 
nue, Lexington 

Charles H. Gay, M.D., 1012 Kings Drive, 
Charlotte 7 

Wm. C. Hunter, M.D., 103 Pine Street, Wil- 


son 

Floyd L. Knight, M.D., 103 Hillcrest Drive, 
Sanford 

Joseph S. Bower, M.D., Box 12, Pink Hill 

Robert C. Pope, M.D., Wilson Clinic, Wilson 

Wm. T. Rainey, Sr., M.D., Highsmith Hos- 
pital, Fayetteville 

Committee Advisory to Student A.M.A. 

Chapters in North Carolina (8) II-8 

John P. Davis, M.D., Chairman, 821 Nissen 
Bldg., Winston-Salem 

Edgar T. Beddingfield, Jr., M.D., P. O. Box 
137, Stantonsburg 

Charles G. Young, M.D., 135 Bishop Street, 
Greensboro 

Isaac E. Harris, Jr., M.D., 1200 Broad Street, 
Durham 

John W. Nance, M.D., Main Street, Clinton 

Robert A. Ross, M.D. (UNC Consultant), N. 
C. Memorial Hospital, Chapel Hill 

Wm. P. J. Peete, M.D. (Duke Consultant), 
Duke Hospital, Durham 

Robert L. McMillan, M.D. (BG Consultant), 
Bowman Gray, Winston-Salem 

Committee on Veterans Affairs (9) VI-12 

Samuel L. Elfmon, M.D., Chairman, 225 
Green Street, Fayetteville 

— L. Andrews, M.D., Box 407 Mt. Gi- 
ea 

Wilmer C. Betts, M.D., 2109 Clark Avenue, 
Raleigh 

H. Francis Forsyth, M.D., Bowman Gray, 
Winston-Salem 

David L. Phillips, M.D., 110 Oak Avenue, 
Spruce Pine 

James D. Piver, M.D., 209 Bayshore Blvd., 
Jacksonville 

ye Postlethwait, M.D., VA Hospital, Dur- 
am 

John T. Sessions, Jr., M.D., UNC Dapt. of 
Medicine, Chapel Hill 

Charles R. Welfare, M.D., Professional ldg., 
Winston-Salem 

Insurance Industry Liaison Committee 

(10) 

Frank W. Jones, M.D., Chairman, Catawba 
Hospital, Newton 

Jack E. Mohr, M.D., Acting Chairman, Med- 
ical Arts Building, Lumberton 

= C. Bolin, Jr., M.D., Box 120, Smith- 
ie 

Andrew J. Dickerson, M.D., 1600 N. Main 
Street, Waynesville 

Archie Y. Eagles, M.D., 407 Colony Avenue, 
Ahoskie 

Cleon W. Goodwin, M.D., Wilson Clinic, Wil- 
son 
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Charles I. Harris, Jr., M.D., Martin General 
Hospital, Williamston 

Barry F. Hawkins, M.D., Ardsley Road, Con- 
cord 

James R. Wright, M.D., 604 Professional 
Bldg., Raleigh 

George T. Wolff, M.D., 135 Bishop Street, 
Greensboro 


44. Committee Liaison to Study Integration of 
Negro Physicians into Medic] Society of 
State of North Carolina (7) I-2 
J. Street Brewer, M.D., Chairman, P. O. Box 
98, Roseboro 

Paul F. Whitaker, M.D., 1205 N. 
Street, Kinston 

Ben F. Royal, M.D., 900 Shepherd Street, 
Morehead City 

James P. Rousseau, M.D., 1014 West Fifth 
Street, Winston-Salem 

Joseph W. Hooper, Jr., M.D., 410 N. 11th 
Street, Wilmington 

James E. Hemphill, M.D., 1012 Kings Drive, 
Charlotte 7 

Henry B. Perry, Jr., M.D., 344 North Elm 
Street, Greensboro 


Queen 


BULLETIN BOARD 


COMING MEETINGS 


North Carolina Urological Association, Annual 
Meeting—Greystone Inn, Roaring Gap, September 
25-26. 


North Carolina Fifth District Medical Society 
Meeting—Mid Pines Club, Pinehurst, October 5. 


Eleventh Annual Winston-Salem Heart Sympo- 
sium—Robert E. Lee Hotel, Winston-Salem, Octo- 
ber 7. 


Congress on Industrial Health—Hotel Charlotte, 
Charlotte, October 10-12. 


Duke University Medica] Postgraduate Seminar 
Cruise to the West Indies—November 9-18. 


North Carolina Academy of Generaji Practice, 
Annual Meeting—Carolina Hotel, Pinehurst, No- 
vember 27-30. 


Fifth International Congress on Nutrition— 
Sheraton Park and Shoreham Hotels, Washington, 
D.C., September 1-7. 


Southern Trudeau Society and Southern Tuber- 
culosis Society Meeting—Hotel Francis Marion, 
Charleston, South Carolina, September 14-16. 


American Rhinologic Society, Sixth Annual Meet- 
ing—Belmont Hotel, Chicago, October 8. 


American College of Surgeons, Forty-sixth An- 


nua] Clinical Congress—San Francisco, October 
10-14. 
Inter-state Post-graduate Association, Forty- 


fifth Scientific Assembly—Pittsburgh, October 31- 
November 3. 


: 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
MEDICAL CENTER 

A Duke University medica] postgraduate sem- 
inar cruise to the Virgin Islands and Puerto Rico 
has been scheduled for next November. 

Plans for the cruise were announced by Dr. 
William M. Nicholson, assistant dean of the Duke 
Medical School in charge of postgraduate educa- 
tion. This cruise will replace one which has been 
scheduled for the Baltic area in June and which 
was cancelled, Dr. Nicholson said. 

Purpose of the medical cruises is to enable phy- 
sicians to combine postgraduate education with 
vacation travel. Lectures by Duke Medical Center 
faculty members are given aboard ship during 
the cruises. 

Physicians participating in the Virgin Is!ands 
cruise will sail from New York aboard the Swed- 
ish American Motorlines Kungsholm on November 
9. Stops will be made at St. John and St. Thomas 
in the Virgin Islands and at San Juan, Puerto 
Rico. The cruise will terminate at New York on 
November 18. 

Serving on the shipboard faculty will be Dr. 
Edwin P. Alyea, professor of urology; Dr. Nichol- 
son, professor of medicine; Dr. Elbert L. Persons, 
professor of medicine; Dr. William W. Shingleton, 
professor of surgery; and Dr. Doris A. Howell, 
associate professor of pediatrics. 

The lectures will deal with subjects that include 
thyroid abnormalities, chemical treatment of can- 
cer, arthritis, diabetes, and blood disease. The pro- 
gram will provide 30 hours of Category I, Post- 
graduate Education, required by the American 
Academy of General Practice. 

Information concerning the cruise may be ob- 
tained by writing to the Director of Postgraduate 
Education, Duke University Medical Center, Dur- 
ham, North Carolina. 


A study aimed at the establishment of an In- 
stitute on Continued Patient Care has_ been 
launched at the Duke University Medical Center. 

Currently being evaluated by State public health 
officials, welfare leaders and others, the proposed 
institute would provide an educational program 
for workers in various health fields. Purpose of 
the program would be to mobilize and coordinate 
health services that are available to patients after 
their discharge from hospitals. 

David P. Henry, Duke Medical Center rehabili- 
tation coordinator who presided at a meeting held 
here to discuss the possibility of such a program, 
said that hospital patients are often unable to re- 
turn home when their condition permits discharge 
simply because no resources are readily available 
for the special home care that is required for 
them. 

In addition to local physicians, health persoinel 
such as nurses, physical therapists, welfare workers 
and vocational rehabilitation counselors play im- 
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portant roles in the home care of a patient after 
he leaves the hospital, Henry stated. Also, im- 
portant contributions in this area can be made by 
voluntary groups such as ministers civic clubs and 
women’s clubs, he said. A coordinated follow-up 
program with clear-cut areas of responsibility 
would enable all these groups and persons to 
function effectively as a team. 

Among persons attending the Duke meeting, 
which was held to study the problem of follow- 
up care and to obtain all possible information for 
evaluation, were: Dr. Roy Norton, head of the 
N. C. Department of Public Health; Dr. Ellen 
Winston, head of the N. C. Department of Public 
Welfare; Dr. Amos Johnson of Garland, president 
of the N. C. Medical Society; William N. Ruffin of 
Durham, former president of the National Assn. 
of Manufacturers; Col. Charles Warren, director of 
the N. C. Office of Vocational Rehabilitation; Dean 
Edward McGavin of the University of North Car- 
olina School of Public Health; Dr. David Garvin 
of Chapel] Hill, director of the Orange-Person- 
Chatham County Health District; Dr. James H. 
Semans, chairman of the Duke Medical Center’s 
rehabilitation committee; F. Ross Porter, director 
of the Duke Medical Center Foundation; and Duke 
Hospital superintendent Charles H. Frenzel. 

Dean W. C. Davison of the Duke Medical School 
pointed out that in addition to lightening the cost 
of hospital care by permitting earlier discharges 
of many patients, this program could make possi- 
ble better care of the aged and chronically ill as 
well as the patient just home from the hospital. 

* 

The retiring dean of the Duke University School 
of Medicine, Dr. W. C. Davison, has been elected 
president of Alpha Omega Alpha, national Honor 
Medical Society. 

Dr. Davison, who retired as dean of the Duke 
Medical School on July 1, will retire from the fac- 
ulty in August, 1961. During his final year he 
will continue as James B. Duke Professor of Pedi- 
atrics. 

In electing Dr. Davison to head the national 
37,000-member body, the members of Alpha Omega 
Alpha placed the Duke dean among a select group 
of only five other persons who have been presi- 
dent of the society during its 58-year history. 

Dr. Davison, a member of the board of directors, 
succeeds Dr. Walter Lawrence Bierring of Des 
Moines, Iowa. 

Other Alpha Omega Alpha officers include 
Willard C. Rappleye of New York, vice-president; 
and Josiah J. Moore of Chicago, secretary- 
treasurer, both re-elected; and James A. Campbell, 
who was named secretary-treasurer-elect. 

* * * 

How did the first man get to North America? 

In an attempt to solve the ancient riddle, a Duke 
University research project has been launched 
under the direction of Dr. Daniel A. Livingstone 
of the Zoology Department faculty. A $25,600 
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grant from the National Science Foundation will 
support the work over the next two years. 

Paul Colinvaux, Duke graduate student who is 
assisting Dr. Livingstone, has just arrived in Alas- 
ka. He will make care drillings to extract ma- 
terials from land under the lakes. 

After the materials are obtained, they will be 
brought to Duke where they will be examined for 
plant and animal microfossils, as well as for chem- 
ical indications of past environment. Radioisotopic 
techniques will be used. 

The Duke researchers hope to find out whether 
climatic conditions were the type which could have 
allowed man to cross to this continent. 

* * * 

A new infant formula laboratory where some 
800 baby bottles are prepared each day under 
sterile conditions as exacting as those of an oper- 
ating room has been open opened at Duke Hospi- 
tal. The $45,000 facility replaces the previous 
formula laboratory and is four times as large. 

Mrs. A. H. Hampton, head nurse in the labora- 
tory, said that the unit provides formula for in- 
fants in the premature and newborn nurseries and 
for those on medical and surgical wards. As many 
as 25 different kinds and strengths of formula are 
made up daily according to doctors’ specifications. 

Dr. Angus McBryde, professor of pediatrics, was 
instrumental in planning the laboratory, which is 
among the latest of a number of renovation pro- 
jects at the Duke Medical] Center. 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Awards and honors were announced by the Uni- 
versity of North Carolina School of Medicine at 
special exercises in honor of the 69 members of the 
graduating class. 

Dr. W. Reece Berryhill, dean of the school, pre- 
sided over the program and Dr. Nathan Womack, 
head of the Department of Surgery, was the prin- 
cipal speaker. A brief address also was given by 
James R. Harper of Chapel Hill, president of the 
graduating class. 

The American Medical Women’s Association 
Scholastic Award went to Margaret B. Scales of 
Bay Shore, New York. 

Robert B. Payne of Gastonia received the Deb- 
orah C. Leary Memorial Award. 

The Isaac H. Manning Award was presented to 
Carwile LeRoy of Elizabeth City. 

The Mosby Book Awards were received by Ro- 
bert J. Cowan, Greensboro; Frederick D. Hamrick 
III, Rutherfordton; Zebulon Weaver, III, Asheville; 
Charles P. Eldridge, Jr., Raleigh and James R. 
Harper of Chapel Hill. 

The Roche Award went to William L. Black of 
Charlotte. 

Kenneth F. McCain of High Point and Carwile 
LeRoy of Elizabeth City were given the Sheard- 
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Sanford Prizes of the American Society of Clin- 
ical Pathologists. 

The senior papers of 11 students were cited as 
excellent and have been bound and placed in the 
U.N.C. Division of Health Affairs Library. 

These papers were written by William L. Black, 
Charlotte; John R. Curtis, Bessemer City; Gerald 
W. Fernald, Wilson; Carwile LeRoy, Elizabeth 
City; Kenneth F. McCain, High Point; James M. 
Marlowe, Walstonburg; William N. Mical, Cincin- 
nati; Elwood E. Morgan, Burlington; Robert B. 
Payne, Gastonia; William S. Pearson, Statesville, 
and John C. Tayloe, Jr., of Washington. 

A total of 17 other senior papers were cited as 
being outstanding. 


* * % 


A number of faculty members of the University 
of North Carolina Schoo] of Medicine participated 
in the annual meeting of the American Medical 
Association in Miami in June. 

Drs. Richard L. Dobson and Donald C. Abele of 
the Department of Medicine, and D. M. Hale, a 
research laboratory supervisor, presented a paper 
on “The Effect of High and Low Salt Intake and 
Repeated Episodes of Sweating on the Human 
Endocrine Sweat Gland.” 

Dr. Charles H. Burnett, head of the Department 
of Medicine, serves on the executive committee of 
the Section of Experimental Medicine and Ther- 
apeutics. 

Drs. W. H. Akeson and D. S. Kellam prepared 
an exhibit entitled “Congenital Kyphosis: The 
Genesis of Microspondyly.” Dr. Akeson is assistant 
professor of surgery and Dr. Kellam is a fermer 
resident in orthopedic surgery at N. C. Memorial 
Hospital and is now with the Charlotte Memorial 
Hospital. 

* * 

The Home Savings and Loan Association of Dur- 
ham and Chapel Hill has established scholarships 
at the University of North Carolina School of 
Medicine which will amount to $1,000 annually by 
1963. 

The first scholarship, for $250, will be awarded 
to a first year medica] student this fall and is re- 
newable for the entire four years of medical study. 
A similar award will be made each year to a stu- 
dent of the incoming class of the School of Medi- 
cine. By 1963 four students will be receiving a 
total of $1,000 annually. 

The selection of the students for these scholar- 
ships and the conditions of satisfactory perform- 
ance necessary for annual renewal of them wil! be 
determined by the School of Medicine. 

In announcing the scholarship, Dr. William L. 
Fieming, assistant dean of the School of Medicine, 
explained that scholarships for medical schools 
were of particular importance at the present time, 
in view of the increasing need of physicians to 
keep pace with the population growth of the na- 
tion. 


3 
ig 
; 
PK 


July, 1960 


Dr. Fleming said that the duration and cost of 
medical training was much higher than in other 
professional fields, making scholarships more 
needed. 


*” 


Dr. Colin G. Thomas, Jr., of the Department of 
Surgery and Dr. John T. Sessions of the Depart- 
ment of Medicine spoke before the annual meeting 
of the Seaboard Medical Association at Nags Head 
recently. Dr. Thomas talked on “The Timing and 
Selection of Surgical Procedures in the Manage- 
ment of Pancreatitis,” and Dr. Sessions discussed 
the topic, “Does Alcohol Damage the Liver When 
Taken Before, After or Instead of Meals.” 


Dr. Ernest H. Wood, professor of radiology, 
was elected vice president of the American Board 
of Radiology at its annual] trustee meeting in Cin- 
cinnati. He has been a trustee of the board for 
several years. 


* 


A student of the University of North Carolina 
School of Medicine will spend this summer work- 
ing in a small, remote hospital in the Philippine 
Islands. 

Colonel D. Bessinger, Jr., of Asheville, who will 
graduate from the U.N.C. School of Medicine next 
June will spend the summer working in a small 
remote hospita] in the Philippines. His work will 
be under the sponsorship of the Foreign Mission 
Board of the Southern Baptist Convention. This 
project is made possible by a grant of $1,985 from 
the Smith, Kline and French Foreign Fellowship, 
which is administered by the American Associa- 
tion of Medical Colleges. 

Working with physicians already practicing at 
Mati, Bessinger will help with the public health 
program and at the same time gain valuable clin- 
ical experience. In addition, he will serve as a 
“goodwill ambassador’ representing American 
medical schools in bringing the latest medica] tech- 
niques and procedures to remote hospitals and 
clinics. 


* 


Dr. Judson J. Van Wyk, associate professor of 
pediatrics will present three lectures in Europe 
during June and July. 

He will speak in Switzerland, England and Den- 
mark and will also visit various endocrine clinics 
in France, Germany and Holland. 

Dr. Van Wyk will address the Zurich Kinder 
Klinik in Zurich, Switzerland, on “Genetic Factors 
in Staple Goiter.” 

He will speak before the Fourth International 
Goiter Congress, which meets in London July 5-8. 
This lecture also will deal with the inherited as- 
pects of goiter. 

Dr. Van Wyk will attend the First International 
Endocrine Congress in Copenhagen, Denmark 
July 18-23. Here he will lecture on “Syndrome of 
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Precocious Menstruation and Galactorrhea in Ju- 
venile Hypothyroidism: An Example of Hormonal 
Overlap in Pituitary Feedback.” 


* * * 


Four psychiatrists of the staff of N. C. Mem- 
orial Hospital of the University of North Carolina 
have been cited for outstanding theses submitted 
in connection with their three-year residency 
training here. 

They are Dr. J. Iverson Riddle, Morganton; Dr. 
Rex Speers, Claremont; Dr. George Thrasher, Ro- 
anoke, Virginia, and Dr. Andrew Briggs of Rich- 
mond. 

Dr. Riddle took first place and Dr. Speers was 
awarded second place for the Anclote Manor Hos- 
pital Prize. These awards were $150 and $50. 

The title of Dr. Riddle’s thesis was “Mental Sub- 
normality: Its Place in Psychiatric Residency 
Training Program.” Dr. Speers’ thesis was “Brief 
Psychotherapy with College Women—Technique 
and Criteria for Selection.” 

Dr. Thrasher and Dr. Briggs received honorable 
mention for their theses. 

The medical director of Anclote Manor Hospital 
at Tarpon Springs, Florida, is Dr. Lorant Forizs, 
former faculty member of the Department of Psy- 
chiatry of the U.N.C. School of Medicine. The 
awards were made here and Dr. Forizs was on 
hand for the presentations. 

The theses submitted by the four physicians 
were required as a part of their specialized train- 
ing in psychiatry. All four men completed their 
training in June. 


NEWS NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE 


Dr. C. C. Carpenter, dean of the Bowman Gray 
School of Medicine, has announced that on July 1 
Dr. William H. Boyce will assume his new duties 
as director of the Section on Urology, Department 
of Surgery. He will replace Dr. Fred K. Garvey. 

Dr. Garvey, head of the section since 1941, will 
continue as professor of urology on the full-time 
faculty of the medical school and on the staff of 
the urologic service of the North Carolina Baptist 
Hospital. 

Dr. Boyce, a graduate of Vanderbilt University 
School of Medicine, completed his residency train- 
ing in urology at the Cornell University Medical 
Center and the University of Virginia Hospital be- 
fore joining the faculty of the Bowman Gray 
School of Medicine in 1952. He has made outstand- 
ing contributions in the field of research and has 
contributed widely to the medical literature. He is 
a member of the American Association of Genito- 
Urinary Surgeons, the American Board of Urology, 
the Clinical Society of Genito-Urinary Surgeons 
and the Society of University Surgeons. 
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Three new faculty appointments have been an- 
nounced by the dean of the Bowman Gray School 
of Medicine. 

The appointments, effective July 1, are: Dr. 
Henry S. Miller, instructor in internal medicine; 
Dr. Herman E. Schmid, Jr., instructor in physiol- 
ogy and pharmacology; and Dr. Robert P. Thomas, 
instructor in ophthalmology. 

Dr. Miller is a graduate of Bowman Gray 
School of Medicine and has just finished his resi- 
dency training in medicine here. 

Dr. Schmid, a graduate of the University of 
Chicago College of Medicine, interned at the Mil- 
waukee County Hospital, Milwaukee, Wisconsin, 
and served as a house physician at the Santa Cruz 
County Hospital, Santa Cruz, California. He has 
also served one year as administrator of the 
Grants and Training Branch, Nationa] Heart In- 
stitute, National Institutes of Health, Bethesda, 
Maryland. 

Dr. Thomas is a graduate of the University of 
North Carolina School of Medicine and was en- 
gaged in general practice for two years before 
joining the house staff of the North Carolina Bap- 
tist Hospital in 1957 as an assistant resident in 
ophthalmology. 


* * 


Dr. C. Hampton Mauzy, professor of obstetrics 
and gynecology, has assumed supervision of ob- 
stetrics at the medical school and the N. C. Bap- 
tist Hospital under the chairmanship of Dr. Frank 
R. Lock. This will enable Dr. Lock to devote more 
of his time to the direct supervision of gynecologic 
work. Dr. Mauzy joined the faculty of the medical 
school in 1941. 


* * 


Dr. Frank H. Hulcher, instructor in biochemis- 
try, is engaged in work as research collaborator at 
the Brookhaven National Laboratories, Upton, 
Long Island, New York, for the months of June, 
July and August. 


* * 


Dr. Wingate M. Johnson, professor emeritus of 
clinical internal medicine, presented a paper en- 
titled, “Medical Care of Older Patients,” at the 
June meeting of the American Medical Associa- 
tion at Miami Beach, Florida. Dr. Johnson is a 
former trustee of the A.M.A. and an _ ex-officio 
member of the House of Delegates. He is also on 
the national and state committees for care of the 
aged. 

* * * 


Dr. Howard H. Bradshaw, chairman of the De- 
partment of Surgery, delivered the first Julian A. 
Moore Memorial Lecture at the June meeting of 
the Buncombe County Medical Society in Asheville. 
The title of Dr. Bradshaw’s talk was, “Advances 
Made in Surgical Treatment of Pulmonary Tuber- 
culosis.” 


Salem. 
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On July 1, 101 doctors will begin house staff ap- 
pointments at the North Carolina Baptist Hospital 
and the Bowman Gray School of Medicine. Of the 
total number, 68 doctors have served previous 
residencies and internships here, and 33 are be- 
ginning training here for the first time. 

The new appointments are: 

Anesthesiology: assistant resident—Dr. J. Rich- 
ard R. Bobb. 

Medicine: resident—Dr. Thomas N. Massey, Jr.; 
assistant residents—Drs. Dean F. Gray, John D. 
Hines, Phillip A. Sellers; interns—Drs. John D. 
Bradley, Jr., Paul R. Brown, Milton S. Goldman, 
James N. Hinson, George William Joyce, John 
Scott Miller, Jr., Bernard S. Morse, and Isaiah J. 
Seligman. 

Neurosurgery: assistant resident—Dr. Trave L. 
Brown, Jr. 

Obstetrics and Gynecology: assistant residents 
—Drs. Sam Jones Crawley, Jr. and Edward C. 
Sutton. 

Ophthalmology: assistant resident—Dr. Withrow 
R. Legge, Jr. 

Orthopaedics: assistant residents—Drs. Louis B. 
Daniel, Jr. and Frank Sellers. 

Otolaryngology: assistant resident—Dr. Robert 
F. Thompson. 

Pathology: assistant residents—Drs. William R. 
Beach, III, Stephen Mamick, Modesto Scharyj, 
and Franklin Bailey Wilkins; intern—Dr. Robert 
E. Jones, Jr. 

Pediatrics: assistant resident—Dr. Max Lassiter. 

Radiology: assistant residents—Drs. James V. 
Blazek, Ronald L. Kelly, Jr., and James L. Quinn, 
III. 

Surgery: assistant residents—Drs. W. Claude 
Hollingsworth, William G. Montgomery, and Earl 
P. Welch; intern—Dr. Tim Pennell. 

Four new physicians have been appointed for 
postdoctoral training as fellows. They are: Drs. 
William B. Courtney, Fritz R. Dixon, and Sidney 
Girsch, pathology; and Richard B. Patterson, 
pediatric-hematology. 


EDGECOMBE-NASH MEDICAL SOcIETY 


The monthly meeting of the Edgecombe-Nash 
Medical Society was held in Rocky Mount on 
June 8. 

Dr. A. W. Hedgepeth, program chairman for 
June, introduced the speaker, Dr. Paul Bunch, who 
discussed pediatric surgery from a urologic stand- 
point. 


NEWS NOTES 


Dr. C. A. Kimel has announced the opening of 
his office for general practice at Ebert Street Ex- 
tension and West Clemmonsville Road, Winston- 
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INTER-STATE POST-GRADUATE ASSOCIATION 

The Inter-State Post-Graduate Association will 
hold its forty-fifth Scientific Assembly at the 
Pittsburgh Hilton Hotel on October 31 to Novem- 
ber 3. Pre-registration, accommodations, informa- 
tion, and other communications may be addressed 
to Mr. Roy T. Ragatz, Executive Director, at Box 
1109, Madison 1, Wisconsin. 

Twenty-one of the subjects are to be devoted to 
subject of medicine, nine to surgery, one to radiol- 
ogy, one to otolaryngology, and one to social ec- 
onomics. 

The program is approved for postgraduate edu- 
cation, Category I, by the American Academy of 
General Practice. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 


The next scheduled examination, (Part I), writ- 
ten, will be held in various cities of the United 
States, Canada, and military centers outside the 
Continental United States, on Friday, January 13, 
1961. 

Candidates submitting applications in 1960 for 
the 1961 examinations are not required to submit 
case reports as previously required to complete 
the Part I examinations of this Board. In lieu of 
this requirement, new candidates are required to 
keep in their files a duplicate list of hospita] ad- 
missions as submitted with their application, for 
submittal at the annual meeting in Chicago should 
they become eligible to take the Part II (oral) ex- 
aminations. 

Reopened candidates will be required to submit 
case reports for review thirty days after notifica- 
tion of eligibility. Scheduled Part I and candidates 
resubmitting case reports are required to submit 
Case Reports prior to August 1 each year. 

Current bulletins may be obtained by writing to: 

Robert L. Faulkner, M.D. 
Executive Secretary and Treasurer 
2105 Adelbert Road 

Cleveland 6, Ohio 


AMERICAN NATIONAL RED CROSS 

The Chilean earthquake disaster, one of the 
worst in modern times, has demonstrated again 
the characteristic generosity of Americans toward 
people in trouble. 

Chile suffered this disaster during May, leaving 
hundreds of thousands of Chileans cold, sick, in- 
jured and homeless. Not only was emergency re- 
lief needed but a long-range recovery program of 
gigantic proportions was necessary. 

At President Eisenhower’s request, Genera! Al- 
fred M. Gruenther, president of the American Red 
Cross, became coordinator for voluntary Chilean re- 
lief. Citizens were urged to make their contribu- 
tions to the American Red Cross or other agencies 
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having programs in Chile. These included Catholic 
Relief Service, Church World Service, CARE, 
Seventh Day Adventists Welfare Service, and the 
Church of Jesus Christ of Latter Day Saints. 

As General Gruenther explained, “The impact of 
voluntary contributions by individuals on the suf- 
fering people of Chile will be tremendous.” 

In addition to the contributions of individuals, 
tons of food, medical supplies, tents and other aid 
were immediately airlifted to help the homeless 
and the helpless. The American Red Cross and 
numerous other organizations made emergency 
allocations from their own funds and began to 
campaign for funds and relief supplies for a long- 
range program to help the people of Chile. 


AMERICAN COLLEGE OF SURGEONS 

Improvement in the total care of surgical pa- 
tients will be the goal of 10,000 doctors expected 
to attend the forty-sixth annual Clinica] Congress 
of the American College of Surgeons in San Fran- 
cisco, California, October 10 through 14. 

More than 1,000 participants will take part in 
the various programs as authors of research re- 
ports, teachers of postgraduate courses, partici- 
pants in panel discussions, lecturers, and operating 
surgeons in motion pictures and closed-circuit tele- 
casts. 

On the final evening, October 14, initiates will be 
presented for fellowship, honorary fellowships con- 
ferred, and officers inaugurated. 


NATIONAL LEAGUE FOR NURSING INC. 

Admissions to schools of professional and prac- 
tical nursing reached an estimated 71,297 new 
students in 1959, compared with 68,851 in 1958, 
according to an announcement by Fred C. Foy, 
chairman, Committee on Careers, Nationa] League 
for Nursing, New York. 

Professional nursing programs admitted 47,797 
new students, a slight increase over the 47,351 ad- 
missions of the preceding year. Practical nursing 
schools enrolled an estimated 23,500 students in 
1959, compared with 21,500 in 1958. 


CATHOLIC HOSPITAL ASSOCIATION 

Officers elected at the forty-fifth annual con- 
vention of the Catholic Hospital Association of the 
United States and Canada in Milwaukee, Wiscon- 
sin, recently included The Rt. Rev. Msgr. A. W. 
Jess, Camden, New Jersey, who took over the du- 
ties of president from Father John J. Humensky, 
Cleveland, Ohio. Sister M. Christine, C. C. V. L, 
of St. Joseph’s Hospital, Houston, Texas, was 
elected to represent the Southern section of the 
United States, and Sister John Joseph, C.S.J., of 
Santa Rosa Hospital, Santa Rosa, California, to 
represent the Western section. 
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AMERICAN HEARING SOCIETY 
Philip M. Morgan, industrialist, civic leader, and 
philanthropist of Worcester, Massachusetts, was 
re-elected president of the American Hearing So- 
ciety at its forty-first annual conference in Detroit 
(May 24-27), attended by professional workers in 
the field of hearing and representatives of the 
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AMERICAN GERIATRICS SOCIETY 
The Willard O. Thompson Memorial Award “for 
distinguished contributions to geriatric medicine” 
was presented to Dr. William B. Kountz of St. 
Louis, Missouri, at the annual dinner of the Amer- 
ican Geriatrics Society held recently at Miami 
Beach. 


Presentation of the award was made by Dr. Ed- 
ward Henderson, chairman of the Society’s Award 
Committee and editor of the Journal of the Amer- 
ican Geriatrics Society, on the occasion of the so- 
ciety’s seventeenth annual meeting. A professional 
organization with a membership of more than 
7,000 physicians, the society has as its purpose 
encouraging and promoting the study of geriatrics. 
The Willard O. Thompson Memorial Award, which 
includes an honorarium and a medal, is given an- 
nually to an outstanding specialist in geriatric 
medicine. 


agency’s lay membership from all parts of the 
country. Program for the four-day meeting cen- 
tered on the theme “Communication: Key to Liv- 
ing.” 

Re-elected as officers of the society were: first 
vice president—Miss Mary E. Switzer, director, 
Office of Vocational Rehabilitation, Department of 
Health, Education, and Welfare; second vice pres- 
ident—James McKnight Timmons, M.D.; of Co- 
lumbia, South Carolina, and treasurer—E. B. 
Whitten, executive director of the National Re- 
habilitation Association. 


BLUE SHIELD MEDICAL CARE PLANS 

Chairman of the Board of the National Asso- 
ciation of Blue Shield Plans, was named one of 
three national civic leaders to receive the 1960 
“Health-USA” award sponsored jointly by the 
Metropolitan Washington (D.C.) Board of Trade 
and the Medical Society of the District of Colum- 
bia. Dr. Stubbs, who has held important posts in 
Blue Shield both at the local and national levels 


BIOLOGICAL PHOTOGRAPHIC ASSOCIATION INC. 

Photographers and scientists interested in the ap- 
plication of new photographic techniques and 
equipment in the field of biology will convene in 
Salt Lake City, Utah, this summer for the 
thirtieth annual meeting of Biological Photographic 
Association. The meeting will be held August 23 
through 26, with headquarters at the Hotel Utah 
Motor Lodge. 


adult stable diabetes 


‘In our experience the action of DBI on the adult stable 


type of diabetes is impressive . . . 88% were well controlled fa 
by DBi.”"! 


“‘Most mild diabetic patients were well controlled on a 
biguanide compound [DBI!], and such control was occa- 
sionally superior to that of insulin. This was true regardless 
of age, duration of diabetes, or response to tolbutamide.’'2 


“DBI has been able to replace insulin or other hypogly- 
cemic agents with desirable regulation of the diabetes when 
it is used in conjunction with diet in the management of 
adult and otherwise stable diabetes.'’3 


number of 
sulfonylurea 


failures sulfonylurea failures 
respond to Among those diabetics who responded to tolbutamide ini- 
tially and became secondary failures DBI “gave a satis- 


factory response in 55%.’’4 

“DBI is capable of restoring control in a considerable por- 

tion of patients in whom sulfonylurea compounds have 

failed, either primarily or secondarily.'’5 

“All twelve secondary tolbutamide failures have done well 
HCI 


trademark, 
on DBI."’6 


brand of Phenformin 
“34 out of 59 sulfonylurea primary failures were success- 
fully treated with DB1."'7 
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during the past decade, was selected for “....his 
distinguished contributions to the health of the 
American people.” Dr. Stubbs received the “Health- 
USA” award at a testimonial luncheon held in 
Washington, D. C. on June 1. Present at the award 
luncheon were Secretary Flemming, members of 
Congress and medical leaders. 


The two other recipients of the “Health-USA” 
awards, which are given annually to recognize 
“Statesmanship in Health,” are Major General 
Howard McC. Snyder, physician to the President of 
the United States, and Elmer H. Bobst, Chairman 
of the Board of Warner-Lambert Pharmaceutical 
Company. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


Douglas H. K. Lee, M.D., has been appointed 
chief of the research headquarters of the Occu- 
pational Health Program, Public Health Service, 
U. S. Department of Health, Education, and Wel- 
fare, at Cincinnati, Ohio. In his new position, Dr. 
Lee will be responsible for directing technica] re- 
search and field studies of occupational health 
problems and professional and technica] consulta- 
tion services to state agencies, labor, and industry. 
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Statement by Surgeon General Leroy E. Burney 

Public Health Service scientists have been at- 
tending the Second International Conference on 
Poliomyelitis which has been meeting in Washing- 
ton this week under the auspices of the World 
Health Organization. During the past year our 
staff have been following very closely the live 
virus trials in various parts of the world. This 
week, as a matter of fact, Dr. David E. Price, who 
served as my personal representative at a series 
of polio meetings in Moscow in mid-May, has 
made public a report on the use of live virus in 
the USSR during the past year. 

I want to emphasize very strongly that the Pub- 
lic Health Service and I, as Surgeon General, have 
the responsibility for making sure that biological 
products are safe and effective. We take that re- 
sponsibility very seriously. When the technical ex- 
perts of the National Institutes of Health and 
their highly competent advisers are satisfied on 
these two points, it will be possible to license a 
live polio vaccine but not before. How soon that 
will be, I do not know. 

I should point out that, so far, only one manu- 
facturer has applied for a license. This request 
was returned for additional information; and no 
applications are now pending. 

In the meantime we have in the Salk vaccine a 
proved and highly effective means for fighting 
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polio. It has been administered to about 80 million 
Americans during the past five years, and, despite 
a high polio incidence in the summer of 1959, it 
has proved over 90 percent effective when the re- 
commended course of injections is followed. 

Unquestionably, a vaccine which can be admin- 
istered orally and is less expensive to produce 
would represent another major advance in the 
fight against polio throughout the world. 

We want to be very sure that it is entirely safe 
and fully effective. When these two principles are 
fully established by a qualified manufacturer, we 
will be happy to grant licenses for its production. 


UNITED STATES CIVIL SERVICE COMMISSION 

The Civil Service Commission has announced 
the appointment of a five-man committee, repre- 
senting the health insurance industry, to advise it 
in connection with the government-wide indemnity 
benefit plan, one of four types of health benefit 
plans to be offered federal employees under the 
new Federal Employees Health Benefits program. 


Classified Advertisements 


X-RAY Equipment for sale or exchange. 100 K.V. 
100 M.A. Picker Radiographic unit with manual 
operated tilt table combined with Fluoroscope 
unit beneath the table. Provides instant change 
over from Fluoroscopy to Radiography with spot 
film device. Has had some use but is in excellent 
working order also dark room equipment, mag- 
netic type plate changer, Stereoscopic view boxes, 
etc., will consider late model Ultra-violet lamp, 
surgical endotherm in exchange. Write Box 790, 
Raleigh, North Carolina. 


AVAILABLE Desirable twelve hundred and fifty 
square feet space suitable for doctors or dentist. 
Ground floor Cameron Court apartments, corner 
Snow and Morgan Streets, Raleigh. Air con- 
ditioned, also heat, lights, water and parking. 
On long lease will improve to suit tenant. Apply 
A. W. Criddle, Manager, Temple 2-5395. 


OPENINGS for psychiatrists, pediatricians and 
general physicians for varied assignments with 
North Carolina state hospitals and institutions 
for retarded children. Several locations available. 
Opportunity for all types of therapy, collabora- 
tion or individual research in service training. 
Medical school affiliations offers opportunity for 
university appointment. Entire program operates 
in close association with university program. Re- 
tirement, Social Security, and other attractive 
benefits including recent substantial increase in 
salaries for psychiatrists, pediatricians and gen- 
eral physicians. For particulars write Eugene 
A. Hargrove, M.D., Commissioner of Mental 


Health, P.O. Box 70, Raleigh, North Carolina. 


DESIRABLE LOCATION for a physician. Contact 


Godley Realty Company, Mt. Holly Road, Char- 
lotte, North Carolina. 
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The Month in Washington 


An omnibus bill approved by the House 
Ways and Means Committee contains two 
provisions of major importance to physi- 
cians—Social Security coverage for doctors 
and a federal-state program to provide 
health care for older persons with low in- 
comes. 

About 150,000 self-employed physicians 
would be covered by Social Security on the 
same basis as lawyers, dentists and other 
self-employed professional people now are 
covered. Becoming effective for taxable 
years ending on December 31, 1960, or 
June 30, 1961, self-employed physicians 
would be required to pay a Social Security 
tax of 414 per cent of the first $4,800 of 
income. Physicians also would be subject 
to the automatic increases in the Social Se- 
curity tax in future years. 

Medical and dental interns would be 
covered for the first time also. 

Representative Wilbur Mills (D., Ark.), 
Chairman of the Ways and Means Commit- 
tee, was the main architect of the health 
program for “medically indigent” aged. It 
was designed to provide a broad range of 
hospital, medical and nursing services for 
persons 65 years of age and older who are 
able financially to take care of their ordin- 
ary needs but not large medical expenses. 

It would be up to each state to decide 
whether it participates in the program. The 
extent of participation—the number of 
benefits offered to older persons—also 
would be at the option of individual states. 

The states would determine the eligibility 
of older persons to receive benefits under 
the program. However, the legislation laid 
down a general framework for eligibility; 
persons 65 years and older, whose income 
and resources — taking into account their 
other living requirements—are insufficient 
to meet the cost of their medical care. 

The program couldn’t become effective 
until July 1, 1961. Before putting such a 
program into effect, a state would have to 
submit to the federal government a plan 
meeting the general requirements outlined 
in the legislation. 

The program would be financed jointly 
by the federal and state governments. Fed- 
eral grants would have to be matched by 
participating states on the same basis as 
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under the present-old age assistance formu- 
la. 

States could elect to provide, with federal 
financial aid, any or all of the following 
benefits: (1) Inpatient hospital services up 
to 120 days per year; (2) skilled nursing- 
home services; (3) physicians’ services; 
(4) outpatient hospital services; (5) or- 
ganized home care services; (6) private 
duty nursing services; (7) therapeutic 
services; (8) major dental treatment; (9) 
laboratory and x-ray services up to $200 
per year, and (10) prescribed drugs up to 
$200 per year. 

The committee put a $325 million price 
tag on the program for the first full year 
of operation — $185 million federal and 
$140 million state. This estimate, however, 
could hardly be more than an educated 
guess of sorts. The actual cost would de- 
pend upon unpredictable factors — how 
many states would participate, how many 
benefits they would offer, and how many 
older persons would qualify and what serv- 
ices they would require. 

The committee estimate was based on 
between 500,000 and 1 million older per- 
sons a year receiving health services under 
the program. If all states participated 


fully, the committee said, potential protec- 
tion would be provided as many as 10 mil- 
lion aged whose financial resources are so 
limited that they would qualify in case of 
serious or extensive illness. 


Payments under the program would go 
directly to physicians and other providers 
of medical, hospital and nursing services. 

In addition to the federal grants for the 
“medically indigent,” about $10 million 
more in federal funds would be authorized 
for payment to states for raising the stan- 
dards of medical care benefits under pre- 
sent public assistance programs for older 
persons. 

The approach of the Mills program was 
similar to that of Point 2 of the American 
Medical Association’s 8-point program for 
health care of the aged. Point 2 stated that 
the A.M.A. supports federal grants-in-aid 
to states “for the liberalization of existing 
old-age assistance programs so that the 
near-needy could be given health care with- 
out having to meet the present rigid re- 
quirements for indigency.” Such a liberal- 
ized definition of eligibility should be de- 
termined locally, the A.M.A. said. 
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Approval of the Mills plan by the com- 
mittee marked a sharp setback for organ- 
ized labor leaders. But they continued their 
all-out pressure campaign in an effort to 
get Congressional approval of Forand-type 
legislation that would use the Social Secur- 
ity system to provide hospitalization and 
medical care for the aged. After being de- 
feated in the Ways and Means Committee, 
labor union leaders and other supporters of 
Forand-type legislation directed their ma- 
jor efforts to trying to get the Senate to 
substitute the Social Security approach. 

The committee had been considering 
health-care-for-the-aged legislation intermit- 
tently for more than a year. Hearings were 
held on the Forand bill last summer but 
action was postponed until this year. 

(CONTINUED ON PAGE 312) 


BOOK REVIEWS 


Biology of the Pleuropneumonialike Or- 
ganisms. Annals of the New York Acad- 
emy of Sciences, Vol. 79, Article 10, pages 
305-758, 1960. 

This publication of the New York Academy of 
Sciences emphasizes the increasing interest in the 
pleuropneumonia group of organisms which here- 
tofore have been of primary concern to taxonom- 
ists and veterinary bacteriologists. 

Contributions by 80 authors cover the present 
state of knowledge concerning the morphology, 
classification, isolation, cultivation, physiology, 
serology, chemotherapy, and pathogenicity of the 
pleuropneumonia group of organisms. It is fair to 
say that more questions are raised than are an- 
swered, but this only serves to indicate the need 
for further investigations. 

The important question of the pathogenicity of 
the pleuropneumonia organisms for humans is not 
completely answered. The isolation of PPLO from 
approximately 70 per cent of more than 500 cases 
of primary and recurrent nongonococcal urethritis 
by Shepard would indicate more than a casual] re- 
lationship. Similar results have been obtained by 
others when studying women with pelvic inflam- 
matory disease and patients with acute hemor- 
rhagic cystitis. The pathogenic capabilities are 
not clear-cut, however, since PPLO can be isolated 
from the genitourinary tracts of supposedly 
normal males and females. As Dr. H. E. Morton 
states on page 613: “Trying to relate PPLO to 
disease is very difficult. However, when PPLO are 
isolated in pure culture from the genito-urinary 
tract in which there is pathology, and antibiotics 
are given, and when, in 1 to 3 days the PPLO dis- 
appear and the clinical symptoms begin to sub- 
side, this is good circumstantial evidence that 


PPLO were causing the pathology.” Studies on 
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PPLO-caused avian diseases have indicated that 
a superimposed physiological stress may be a re- 
quirement for the production of the disease state. 

In addition to these important problems, the re- 
lationship of PPLO and L forms of bacteria is 
discussed. Of interest to those who are utilizing 
tissue culture techniques in their research are the 
discussions of the frequent contamination of cell 


lines with PPLO. 


Radiopaque Diagnostic Agents. Annals of 
New York Academy of Sciences, Vol. 71, 
Article 3, pages 705-1020, 1959. 
This colloquium presents an extensive survey of 
the past, present and possible future of radio- 
graphic media. The first series of articles discuss 


the historical development and the chemical and - 


pharmacologic properties of the common, present- 
day media. Four articles describe experimental 
work in animals with heavy metal chelates and 
colloidal dispersions used as contrast agents. The 
initial results were mixed and somewhat disap- 
pointing. Excellent reviews of lymphadenography, 
spleno-portography with liver visualization, pan- 
creatography, and radioisotopic liver and kidney 
up-take studies are included. 

Various clinical and technical aspects of modern 
angiography are presented. Dr. J. Stauffer Leh- 
man’s evaluation of high concentrations of dia- 
trizoate methyg-ucamine in angiography is par- 
ticuiarly worthy of note. The effect of tempera- 
ture, pressure, and catheter size on speed of de- 
livery of the commonly available media is de- 
scribed in two succinct graphs. 

The last group of four articles deals with the 
water soluble gastrointestinal contrast agents and 
the newer contrast agents for examination of the 
genitourinary tract in a genera] fashion, citing 
extensive clinical experience. 


Virus Virulence and Pathogenicity. Ciba 
Foundation Study Group No. 4. Edited by 
G. E. N. Wolstenholme and Cecilia M. 
O’Connor. Boston: Pubished by Little, 
Brown, and Company, 1960. 

During the past decade tremendous strides have 
been made in our understanding of viruses and 
their effects on the human host. From time to time 
interested investigators must meet and discuss 
problems of a general nature about which we know 
less than is desirable. In the present monograph, 
some of the leading virologists in the world met 
to discuss the concept of virulence and pathogen- 
icity of viruses. 

In the introduction, pathogenicity is defined “as 
the power to produce pathological affects in a host, 
and virulence as the evidence of pathogenicity de- 
rived from observation of the symptoms and 
signs, degree of illness or death of the host.” 

During the course of the conference various 
host-cell factors and human volunteer studies were 
discussed. 


July, 1960 


This monograph will be especially useful to the 
worker engaged in research in infectious diseases 
and to the practitioner who is inquisitive about 
current viral research and concepts. 


A History of Neurology. By Walther 
Rieser, M.D. 223 pages. Price, $4.00. New 
York: MD Publications, 1959. 

The author begins his discussion of neurology 
and its history with a consideration of various 
functions of the nervous systems. The precedence 
of structure to determine function, or function to 
determine structure, is discussed at great length 
in a somewhat theologic fashion. In like manner, 
the platonic and other doctrines regarding the 
soul are related to progress in neurology. Finally, 
various philosophic concepts of cerebral localiza- 
tion are presented. 

Only passing mention is given to specific men 
and important developments in neurology. Brief 
reference is made to the development of ideas in 
the treatment of neurologic disorders. 

The book is printed neatly, free from typographic 
errors, well indexed, and reasonably priced. 

Although of interest to one concerned with the 
evolution of philosophic concepts in neurology, 
only the author’s approach is presented. The book 
would not serve as a source of reference. 


Women and Fatigue by Marion Hilliard, 
M.D., 175 pp., price $2.95, New York: 
Doubleday and Company, Inc., 1960. 

Women and Fatigue, a posthumous seque! to the 
excellent A Woman Doctor Looks at Love and War- 
riage, is both a source book for physicians whose 
women patients ask, “Doctor, why am I so tired?”, 
and a manual of suggestions for such patients. 
Chapter titles, such as “Fatigue Has Many 
Faces”, “Common Sense and Calories”, and “The 
Fallacy of the Shortcut to Vitality”, indicate the 
practical nature of the author’s approach; while 
titles such as “A Time To Be Born and a Time To 
Die” and “Love God and Do As You Please” are a 
guide to her philosophy. The simplicity of this 
approach is, however, an insufficient indication of 
the profundity of the thought and the breadth of 
experience in helping women patients conquer 
fatigue problems that is revealed in this small 
volume. 

Zest for living, throughout the entire life’s 
period is possible for women of all ages, married 
or single, is the thesis which runs throughout this 
book. Such zest comes from entering with verve 
every open door that offers a genuine opportunity. 
As there is a time to be born and a time to die, so, 
too, there is a time to be young and helpless, and 
a time for growing up; a time for falling in love; 
a time for growing older. Through meeting all ex- 
periences of joy, suffering, sorrow, contentment, 
achievement, and disappointment, the self develops 
into a mature person in step with chronological 
age. 
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It was this reviewer’s privilege to have our 
second baby delivered by Dr. Hilliard. She was 
not only herself a vital person, but one became 
aware that through contact one’s own revitaliza- 
tion was taking place. Dr. Hilliard never married, 
so she knew from personal experience the pro- 
blems of the single woman in American society. 
She looked at these unblinkingly, and supported 
herself by such humor as “When night falls after 
a long day of seeing patients, I sometimes have a 
fanciful vision: al] the married women are bitter- 
ly thinking up ways to avoid making love, and all 
the unmarried women are just dying to get at it” 
(page 108). 

Dr. Hilliard lived for a “cause”: to get women 
to work out an intellectua] attack on their fatigue 
problems, and by overcoming them benefit family, 
friends, neighbors and community. Physicians, 
married or unmarried, male or female, will find 
themselves using this book to review and evaluate 
their own ways of treating patients who are bored, 
lonely, unable to love or to make love, the gen- 
uinely overworked, the secretly fearful or guilty, 
and the uncertain. 


The Story of Dissection. By Jack Kevor- 
kian, M.D., New York: Philosphical Li- 
brary. 1959. 


The author has neglected no period from ear- 
liest history to the beginning of the twentieth 
century in his anatomic considerations. In a very 
small volume a wealth of information has been 
presented, which makes not only engrossing read- 
ing, but serves as a valuable addition to reference 
material. 


A sincere attempt has been made to explain the 
progress, or lack of progress, not only in dissec- 
tion and the anatomical knowledge derived, but in 
medica] science in general, in the light of existing 
conditions and opinions of each successive era. It 
is only to be regretted that more lengthy discus- 
sions could not have been included in this survey. 
Finally, the author is to be congratulated on the 
excellence of his composition and style. 


The Teen-Age Years: A Medica] Guide for 
Young People and Their Parents. By 
Arthur Roth, M.D. 288 pages. Price, $3.75. 
New York: Doubleday & Company, 1960. 


This book is the result of six years of exper- 
ience on the part of the author as founder-director 
of the Teen-age Clinic at the Kaiser Foundation 
Medical Center in Oakland, California. It deals 
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specifically with medical problems of the adoles- 
cent. Among the topics discussed are problems of 
sexual maturing, skin care and grooming, ortho- 
pedic problems, and the vague ailments—“aches” 
and “tiredness”’—common to young people. Dr. 
Roth also explores the standards of normalcy in 
adolescence and explodes what he calls “the false 
cult of the average”: the teen-ager’s acute worry 
that he is too tall, too short, too anything 
that is not “normal.” 


Dr. Roth received his M.D. degree from Western 
Reserve University and served his internship and 
pediatric residence in California and at Boston 
Children’s Medical Center. The staff of his teen- 
age clinic at Oakland now numbers nine, and the 
ease load has climbed from 25 to nearly 500 
monthly. 


Biological Stains—A Cross Index 

A new technical reference booklet dealing with 
the uses of Biological Stains has been published 
by Allied Chemical’s National Aniline Division. 

The 12-page booklet cross-indexes an alphabetic- 
al listing of the principal uses of Certified Biolog- 
ica] Stains and Biological Stains supplied by Na- 
tional Aniline, grouped according to the field in 
which the stains are used. 

Since all biological stains certified by the Bio- 
logical Stain Commission are obtainable from Na- 
tional Aniline, this comprehensive cross-index 
serves as a reference aid to the student of labor- 
atory technology, the established laboratory tech- 
nician and those engaged in genera] scientific re- 
search. 

Copies of the booklet, “Biological Stains—A 
Cross Index,” are available from Allied Chemical’s 
National Aniline Division, 40 Rector Street, New 
York 6, New York. 


Mead Johnson Announces New Hay Fever Drug 

A new anti-allergic drug that protects the user 
against a wide range of allergic symptoms and 
itching for up to 12 hours on a single dose was 
announced at the American Medical Association’s 
annua] meeting recently. 

The new agent is methdilazine hydrochloride. It 
was developed by Mead Johnson & Company of 
Evansville, Indiana, and is being marketed under 
the tradename Tacaryl. It is being introduced na- 
tionally simultaneously with the A.M.A. meeting 
announcement. 

Tacaryl is available at drug stores on a doctor’s 
prescription. It is being marketed as 8 mg. scored 
tablets in bottles of 100, and as a fruit-flavored 
syrup in 16 oz. bottles. Usual daily dosage is one 
tablet or two teaspoonfuls of syrup twice daily 
for adults, and one-half tablet or one teaspoonful 
syrup twice daily for children. 
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Iu Memoriam 


William Wills Green, M.D. 


William Wills Green was born on July 29, 1885, 
in Franklin County, North Carolina and was edu- 
cated in the schools of that community, Horner’s 
Military Academy, and the University of North 
Carolina, being graduated in 1908. He began the 
practice of medicine and surgery in Tarboro in 
1910 and remained active until one month before 
his death on March 12, 1960. The only interruption 
in his practice was for service in the Army Med- 
ical Corps in World War I with the rank of Major. 
He was an active member of the County, District, 
and State Medical Societies and the American 
Medical Associaion for 50 years, and was a past 
president of the Edgecombe-Nash Medical Society. 
He was a member of the American College of Sur- 
geons. He was an active member of the Howard 
Memorial Presbyterian Church of Tarboro and the 
Tarboro Rotary Club. 


The death of Dr. Green has removed from us 
one of our most beloved and outstanding citizens. 
He loved people and in turn was loved by them. 
One had only to view the great mass of flowers 
and the crowd at his final rites to know that here 
indeed was a friend of man. 


Dr. Green contributed of his time and talents in 
many ways for the betterment of Tarboro and 
Edgecombe Couny. Not only did he give of his 
outstanding professional skill to all, without re- 
gard to color or creed, social or financial standing, 
but he was always ready to help with anything 
that represented improvement and advancement for 
his fellow man. For 25 years he was chairman of 
the Edgecombe County Board of Education and un- 
doubtedly to him goes a large share of the credit 
for our splendid school system. He worked tire- 
lessly to raise money for improvement of the phy- 
sical equipment and lived to realize his dream of 
seeing the one-room school house replaced by 
modern schools. 


Several years ago when it became apparent that 
the existing local hospital facilities were inadequate, 
Dr. Green again gave his time and ability in help- 
ing plan a new hospital and worked hard and long 
in promoting the passage of a bond issue neces- 
sary for the construction of the new Edgecombe 
General Hospital. For 26 years he was Chief of 
Staff of the old hospital, a position he held in the 
new one at the time of his death. 


A small insight into the character of this truly 
great man can be gotten from the fact that when 
the Tarboro Little League was formed, Dr. Green 
assumed the position of co-chairman of the finance 
committee, and each year personally went to bus- 
iness firms and individuals and solicited much of 
the money. Therefore 
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Be it resolved: That the Edgecombe-Nash Med- 
ical Society has lost a valuable member and each 
of us a true friend; and that we, the members of 
the Edgecombe-Nash Medical Society express our 
deep sorrow and extend sympathy to his family; 
and that a copy of these resolutions be placed in 
the permanent files of this Society, a copy be sent 
to his family, and a copy be sent to the North 
Carolina Medical Journal. 

W. K. McDowell, M.D. 
A. C. Norfleet, M.D. 


The Month in Washington 
(CONTINUED FROM PAGE 309) 


Prior to approving the Mills plan, the 
committee rejected the Forand bill (three 
times) and the Eisenhower Administra- 
tion’s far-reaching public assistance altern- 
ative. Both plans were opposed by the med- 
ical profession and allied groups. 

While these legislative proposals were in 
the limelight, a little-noticed bill was en- 
acted into law to give $50 million in relief 
to taxpayers burdened with taking care of 
ill dependent parents. 

The new law permits taxpayers full de- 
duction on federal income taxes for medical 
and dental expenses paid for a dependent 
parent 65 years of age and older. Previous- 
ly, such a deduction was limited to costs in 
excess of three per cent of the taxpayer’s 
adjusted gross income. 

Changes in the Social Security program 
called for in the catch-all bill approved by 
the Ways and Means Committee would: 

1. Eliminate the requirement that a dis- 
abled person must be at least 50 years old 
to be eligible for Social Security benefits. 

2. Provide Social Security benefits for 
about 25,000 widows of workers who died 
before 1940. 

3. Increase the benefits of 400,000 surviv- 
ing children of workers covered by Social 
Security. 

Although all these revisions will increase 
costs of the program, neither the Social 
Security tax rate nor tax base was in- 
creased. 

The revisions will mark the fifth conse- 
cutive year of a national election that the 
Social Security program, originally enacted 
in 1935, has been expanded. Some of the 
expansions have been accompanied by tax 
increases. 
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specify 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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whenever there is inflammation, 
swelling, pain 


conditions for a 
fast comeback .. 


LECERLE 


5 days of classic therapy after 48 hours of VARID 


as in cellulitis* 


Until Varipase stemmed infection, 
inflammation, swelling and pain, neithe~ 
medication nor incision and drainage 

had affected the increasing cellulitis. 
VARIDASE mobilizes the natural healing 
process, by accelerating fibrinolysis, to 
condition the patient for successful primary 
therapy. Increases the penetrability of the 
fibrin wall, for easy access by antibodies 
and drugs... without destroying limiting 
membrane ...and limits infiltration. 
Prescribe VaripAse Buccal Tablets routinely 
in infection or injury. 

*Innerfield, I.: Clinical report cited with permission. 


VaRIDASE BuccaL Tablets contain: 


10,000 Units Streptokinase, 2,500 Units Streptodornase. 


Supplied: Boxes of 24 and 100 tablets 


Gus) 


LEDERLE LABORATORIES, 
A Division of American Cyanamid Company, Pearl River, N. Y. 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


URINARY TRACT 
_ INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 


urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 
Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 


CLINITEST 


BRAND Reagent Tablets 


the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile” With the new Graphic Analysis Record included in the CLINITEST 

Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 

form a graphic portrayal of glucose excretion most useful in clinical control. passe 

* motivates patient cooperation through everyday use of Analysis Record 

e reveals at a glance day-to-day trends and degree of control AM ES 

¢ provides a standardized color scale with a complete range in the familiar blue-to- pose sagat Pc 
orange spectrum Toronto * Canada 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


... test for ketonuria ACETEST° KETOSTIX° 


for patient and physician use Reagent Tablets Reagent Strips 
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The choice of confidence... 


diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities, Here diagnostic x-ray is ideally 


Direct Factory Branch 
CHARLOTTE 
1140 Elizabeth Ave. 
FR 6-1531 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. For complete details contact your G-E 
x-ray representative listed below. 


Progress Our Most Important Product 
GENERAL @@ ELECTRIC 


CAROLINA 


Resident Representatives 
WILSON 
A. L. Harvey 
1501 Branch St. @ Phone 23 17-2440 
WINSTON-SALEM 
N. E. Bolick 
1218 Miller St. @ Phone PArk 4-5864 
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Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 

two-hour period. 


pH 


neutralization 
Neutralization iS much 


with standard 


faster and 
twice 

as long 
with 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 

ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 

be chewed, swallowed whole with water or milk, or allowed to dissolve 

in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 

1. Data in the files of the Department of Medical Research, Winthrop 

Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


for peptic ulcer mgastritis mgastric hyperacidity 
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Diagnostic 


Quandaries 


Colitis? 


Gall Bladder Disease? 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 
ys overlooked in solving diag- 
nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.” 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


a 


Regional Enteritis ? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig 
of Treat. 6:1821 (Dec., 1955). 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955) 

3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. Ne. 2,864,745 


THE S.E. PASSENGILL COMPANY 


BRISTOL, TENNESSEE 


KANSAS CITY . SAN FRANCISCO 


NEW YORK 


Julv, 1950 
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ADVERTISEMENTS 


WHY IS SPEEDIER SPERMICIDAL ACTION IMPORTANT? 


Because a swift-acting spermicide best meets the variables of spermatozoan activity. 


Lanesta Gel, “... found to immobilize human sper- 
matozoa in one-third to one-eighth the time required 
by five of the leading contraceptive products currently 
available . . .”"* thus provides the extra margin of 
assurance in conception control. The accelerated 
action of Lanesta Gel — it kills sperm in minutes in- 
stead of hours—may well mean the difference 
between success and failure. 

* Berberian, D. A., and Slighter, R. G.: J.A.M.A. 168:2257 
(Dec. 27) 1958. 

In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide produces im- 
mediate immobilization of spermatozoa in dilution 
of up to 1:4,000. Spermicidal action is greatly accel- 


erated by the addition of 10% NaCl in ionic form. 
Ricinoleic acid facilitates the rapid inactivation and 
immobilization of spermatozoa and sodium lauryl 
sulfate acts as a dispersing agent and spermicidal 
detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 


Gel 


Supplied: Lanesta Exquiset . . . 


applicator; 3 oz. refill tube — available at all pharmacies. 


with diaphragm of prescribed size and type; universal introducer; Rs A product re 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


of Lanteen® 


Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio Distributed by GEorGE A. BREON & Co., New York 18, N.Y. 
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no irritating crystals + uniform concentration in each drop 
STERILE OPHTHALMIC SOLUTION 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 


“The solution of prednisolone has the 
advantage over the suspension in that no aged 
; erile Ophthalmic Solution 
crystalline residue is left in the patient's HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
cul-de-sac or in his lashes. ... The other Ophthalmic Solution HYDELTRASOL®. in 5 cc. and 2.5 cc 
advantage is that the patient does not have to dropper vials. Also available as 0.25% Ophthalmic 
Ointrnent NEO-HYDELTRASOL (with neomycin sulfate) 


shake the drops and is therefore sure of and 0.25% Ophthalmic Ointment HYDELTRASOL. 
receiving a consistent dosage in each drop.'’? In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


€> MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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NICOZOL 


ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords 


prompt relief of apathy. Patients generally look 

better, feel better; become more cooperative, For relief of agitation and hostility: 

cheerful and easier to manage. NICOZOL with reserpine Tablets 

No dangerous side effects. Supply: Capsules « Elixir 4 


DRU G Write for professional sample and literature. see 
Page 666 
C Speciatties) peciatties WINSTON-SALEM 1, NORTH CAROLINA 
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FLAVORED 


Living 
a family tradition 


probably certain medications which 
ial favorites of yours, | in which 
GRIP-TIGHT CAP 
potency and of Bayer for Children's 
the world's first aspirin. Greater Protection 


: XLIV 
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3 | | 
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int 
nis quality controlled. No other maker submits 
aspirin to such thorough quality controls as does 
Bayer. This assures uniform excellence in both 
can depend on Bayer Aspirin for Children 
it has been conscientiously formulated to be ie Ba 
rs the best tasting aspirin ever made and to live up | 4 ‘ AYER Be sad 
the Bayer family tradition of providing the finest 
aSpirin the world has ever known. 
and Flavored Bayer Aspirin for Children. | | 
THE BAYER COME ANY. DIVISION OF STERLING BRGROWAY. New 
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in arthritis and allied = utazo idir in” 


Gisorders, brand of phenylbutazone 


Geigy 


Proved a Decade of Experience | Since its anti-inflammatory properties 
Confirmed by 1700 Publieged Re ports were first noted in Geigy laboratories 10 
2 years ago, time and experience have 


steadily fortified the position of 
Butazolidin as a leading nonhormonal . 
anti-arthritic agert. Indicated in both 
chronic and acute forms of arthritis, 
Butazolidin is noted for its striking 
effectiveness in relieving pain, 
increasing mobility and 
inflammatory change. 


‘Butazolidin®, brand of phenylbutazone: 
Red, sugar-coated tablets of 100 mg. 
‘Butazolidin® Alka: Orange and white 
capsules containing Butazolidin 100 mg.; 
dried aluminum hydroxide gel 100 mg.; 
magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 
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for treatment of 
Peptic Ulcers 


and Hyperacidity 


Neutralizes exeess acidity 
Sustains acid-base balance 


Glycamine is a New Chemical Compound 


—not a mixture of aikalis—that re-establishes nor- 


mal digestion without affecting enzymatic activity. 


Glycamine’s CONTROLLED ACTION does not 
Low dosage 


provides prompt 
long lasting relief 


stimulate acid secretion or aikalosis. 


NON-SYSTEMIC Giycamine is compatible with 


antispasmodics and anticholinergics. ig j @ Only four pleasant 
tasting, chew-up 


tablets or four 


Prescribe teaspoonfuls needed 


daily. Each dosage 
GLYCAMINE TABLETS AND LIQUID 
maintains optimum 


Available in botties of 100, 500 ete 
and 1000 tabiets; or pints. pH for 4% hours. 


Mayrand ine. 


PHARMACEUTICALS Greensbore, North Carolina 
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HELP US KEEP THE 


THINGS 


It's good to be a boy, exploring the 
wide world, soaking up wonderful 
new sounds and sights everywhere 
you go. And if the world’s a peaceful 
lace, it’s good to grow up, too, and 
me a man. 
But will the world stay peaceful? 
That depends on whether we can keep 
the peace. Peace costs money. 


Money for military strength and 


WORTH KEEPING 


for science. And money saved by 
individuals to help keep our economy 
strong. 

Your Savings Bonds make you a 
Partner in strengthening America’s 
Peace Power. 

The Bonds you buy will earn good 
interest for you. But the most im- 
portant thing they earn is peace. 

Are you buying enough? 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks 
The Advertising Council and this their patriotic donation. > 


41-2x61-2in. 100Screen SBD-GM-59-12 
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AVacation from Hay Fever 
is a Real Vacation 


NIZ is a potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor 
and decongestant. 
Thenfadil® HCl, 0.1% 
— potent topical 
antihistaminic. 
Zephiran® Cl, 1:5000 
antibacterial wetting 
agent and preservative. 


ANYWHERE ANYTIME 


Just a ‘poof’ of fine spray 
brings relief 1n sEcoNDS, FOR HOURS 


NASAL SPRAY 


Supplied in 
pocket size ~ 
squeeze bottles of 20 cc. ~—. 


(} LABORATORIES 
New York \ 
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SENILE CONFUSION 


: CONTINUOUS 
CEREBRAL 
OXYGENATIO 


| Geroniazol 


@ Each Geroniazol TT tablet contains: 
Pentylenetetrazol ......300 mg. 
Nicotinic Acid .........150 mg. 


@ Indications: Respiratory and circu- 
latory stimulant for the aged and 
debilitated patient with symptoms 
of mental confusion, depression or 
atherosclerotic psychosis. 


@ Supplied: Bottles of 42 Tablets (3 
* TEMPOTROL (Time Controlled ‘Leow PHARMACAL COMPA 
Therapy) Columbus 16, Ohio 
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More mileage... 


The older man in industry needs the 
help of doctor, management, and home- 
maker . . . to extend his years of pro- 
ductivity. 

A recent study of presumably healthy 
men in business showed nearly one- 
third to be obese. Many suffered from 
diseases of nutritional origin or requir- 
ing special dietary treatment. 

Obesity is associated with increased 
incidence of many serious diseases .. . 
chronic illnesses occurring with about 
twice the frequency among obese indi- 
viduals 40 to 59 years of age as among 


those of normal weight. At all ages,’ 


more deaths occur among the obese. 
Evidence indicates obesity is becoming 
more frequent among men... increas- 
ing the health hazard during middle 
years. 

Mechanization of industry increases 
the value of the skilled and experienced 
worker. . .while decreasing his physical 


creasing his need for choosing foods of 
high nutrient content in relation to cal- 
orie value. Milk is such a food. 

Three glasses of milk a day .. . to 
drink .. used in food preparation... 
as cheese or ice cream . . . will provide 
all the calcium needs of men... and 
supply generous amounts of high qual- 
ity protein and other essential nutrients. 

In planning meals to maintain and 
extend productivity of the man in 
industry, milk and milk products are 
foundation foods for good eating and 
good health. 

The nutritional statements made by this 
advertisement have been reviewed by the 

Council on Foods and Nutrition of the Ameri- 

can Medical Association and found consistent 

with current authoritative medical opinion. 
Since 1915 . . . promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


activity and energy needs... . and in- 111 N. Canal Street « Chicago 6, Ill. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 


This information is reproduced in the interest of good nutrition and health by the Dairy 
Council Units in North Carolina. 


Burlington-Durham-Raleigh 
310 Health Center Bldg. 
Durham, N. C. 


Winston-Salem 
610 Coliseum Drive 
Winston-Salem, N. C. 


High Point-Greensboro 
106 E. Northwood St. 
Greensboro, N. C. 
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When she asks “Doctor, what will it 
be?” you can either flip a coin or point 
out that 51.25% births are male.’ But 
when she mentions morning sickness, 
your course is clear: BONADOXIN. 


For, in a series of 766 cases of morning 
sickness, seven investigators report ex- 
cellent to good results in 94%.’ More 
than 60 million of these tiny tablets 
have been taken. The formula: 25 mg. 
Meclizine HCl (for antinauseant ac- 
tion) and 50 mg. Pyridoxine HCl (for 


94 to 6 BONADOXIN’ stops morning sickness 


metabolic replacement). Just one tablet 
the night before is usually enough. 


BONADOXIN—DROPS and Tablets—are 
also effective in infant colic, motion 
sickness, labyrinthitis, Meniere’s syn- 
drome and for relieving the nausea and 
vomiting associated with anesthesia and 
radiation sickness. See ppR p. 795. 


1. Projection from Vital Statistics, U.S. Govern- 
ment Dept. HEW, Vol. 48, No. 14, 1958, p. 398. 

2. Modell, W.: Drugs of Choice 1958-1959, St. Louis, 
C. V. Mosby Company, 1958, p. 347. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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In many seemingly mild physical disorders 
_an element of depression plays an 
insidious etiologic or complicating role. 


Because of its efficacy as an antidepres- 
sant, coupled with its simplicity of usage, 
* Tofranil is admirably adapted to use in the 
' home or office in these milder “depression- 
_ complicated” cases. 


whenever depression. 


complicates the picture 


Tofranil 


brand of imipramine HCI 


It is always wise to recognize that depres- 
sion may be an underlying factor...that 
Tofranil may speed recovery in “hypochon- 


driasis”; in convalescence when recovery 
is inexplicably prolonged; in chronic illness 
with dejection; in the menopausal patient 
whose emotional disturbances resist 
hormone therapy; and in many other 
parable situations in which latent de 

sion may play a part. woes 


Detailed Literature Available on Req 


Tofranil”, brand of imipramine hydroct : 
tablets of 25 mg. Ampuls for intramuscular 
adeninigtration, 25 mg. in ce. OF solution. 
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| Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 
subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


| Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 


The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Z 
7 
Z 
GY 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 


108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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whenever digitalis . 
is indicated 


LANOXIN’ INJECTION *LANOXIN’ ELIXIR PED 
mg. in 2ec, (LMoor LV.) 0.05 I ec. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 


LIV 
a’ 
brand 
formerly known as Digoxin W. & 
he many a 
ida tability t 
aried cul ld be 
the drug sm Digitalis 
nd Levine, s. 1954, p- 23. 
“ANOXIN’ TABLETS TATRIC 
0.25 mg. seored (white) ~ 
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How to be 
Carefree 
Without 
Hardly 
Trying... 


It really takes a load off your mind... 
to know that you are protected from 
loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day 

sick leave ...no Workmen’s 

Compensation... BUT he has a 

modern emergency INCOME PROTEC- 

TION PLAN with Mutual of Omaha. ‘> 


When he is totally disabled by accident or sickness covered by this plan, this plan 
will give him emergency income, free of Federal income tax, eliminating the night- 
mare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual of Oma- 
pial PROFESSIONAL MEN’S PLAN, especially designed to meet the needs of the 
profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION PLAN, get in 
touch now with the nearest General Agent, listed below. You'll get full details, with- 


Mutual Gy 


Largest Exclusive Health and Accident Company in the World. 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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TUCKER HOSPITAL, INc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dk. JAMES ASA SHIELD Dr. GEORGE S. FULTZ 


Dr. WEIR M. TUCKER Dr. AMELIA G. Woop 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
Protection Against Loss of Income % ‘ U P P L I E S 


from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME 
PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 65 Haywood Street 
Since 1902 ASHEVILLE, North Carolina 


dandsome Professional Appointment Book sent to P. O. Box 1716 Telephone 3-7616—3-7617 
you FREE upon request. 
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Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


9 
Valentine’s 
MEAT EXTRACT 


stimulates che appetite, 
increases the flow of 
digestive juices, 
provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 
extra-dietary vitamin Bj, 
protective quantities of 
'S, potassium, in a palatable and 
«, readily assimilated form. 
Debilitating 
gastrointestinal 


-Poscoperatively 


Supplied in bottles of 2 or 6 fluidounces, 


DosacE is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Ine. 


RICHMOND 21, VIRGINIA 


QUIN 


significance 
to the 
physician 
is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is ‘alkaloidally 
standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 


Davies, Rose 


| Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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-way support 
for the 
aging patient... 


ASSISTS PROTEIN UPTAKE 
IMPROVES MENTAL OUTLOOK 
AIDS NUTRITIONAL INTAKE 


1 small ay every morning 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. Methyl as Calcium Ascorbate 50 mg. I-Lysine Monohydrochloride 
Hernan 2.5 mg. Amphetamine Sulfate 2.5 mg. * Vitamin 25 mg. © Vitamin E (Tocopherol Acid Succinate) 10 Int. Units 5 
A (Acetate) 5,000 U. SP. Units * Vitamin D 500 U.S.P. Units « Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 mg 
Vitamin B,, with AUTRINIC® Intrinsic Factor Concentrate 1/15 30.4 mg. ® lo ine (as Kl) 0.1 mg. © Calcium (as CaHPO,) 35 = 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. = Ribo- + Phosphorus (as CaHPO,) 27 mg. + Fluorine (as CaF,) 0.1 mg. « 

flavin (B,) 5 mg. * Niacinamide 15 mg. © Pyridoxine HC! (B,) Copper (as CuO) 1 ~~, Potassium (as K,SO,) 5 mg. « Manga 
0.5 mg. Calcium Pantothenate 5 mg. Folic Acid 0.4 mg. (as Mn inc (as ZnO) 0.5 mg. Magnesium 
Choline Bitartrate 25 mg. © Inositol 25 mg. « Ascorbic Acid (C) 1 mg. © Boron (as Na,B,0;.10H,0) 0.1 mg. Bottles of 100, 10 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qgy 


Come to Mt. Pisgah and be tranquillized 
by nature. Rustic inn & cottages perched 
high on slope in National Forest near 
Asheville. Heavenly quiet. Cool. Over- 
looks glorious Great South View. Exhil- 
arating air, superb food. Refuge and 
restorative for tired doctors. May 1-Oct. 
31. 


Write 


PISGAH FOREST INN 
Candler, N. C. Rt. 1, Box 433 


STOP 
CLIMBING 
STAIRS 


Heart Strain 
and Fatigue 
with a 
Home Elevator 


Inclin-ator travels up and down 
stairways—Elevette fits snugly 
into closet space. Ideal for in- 
valids and older folks, with safe 
push-button controls. Uses or- 
dinary house current. Used in 
hundreds of nearby homes. Call 
or write today for free survey. 


ELEVATORS 
Freignt & | Passenger Elevators 
No 


rth C 
Charlotte @ Raleigh 
Roanoke @ Augusta @ Greenville 
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For Prevention and Reversal of 


CARDIAC ARREST 


The Birtcher Mobile Cardiac Monitoring and Re- 
suscitation Center* 


Cardiac Arrest is an ever present danger during 
anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Contin- 
uous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For cases 
where the accident cannot be prevented, instruments to 
reverse the arrest and restore circulation should always 
be instantly available. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 
Trace Electronic Switch, Electrocardiograph, Defibrillator and Heart- 
pacer with all necessary attachments on a Mobile Stand as shown. 


Carolina Surgical Supply Company 


“The House of Friendly and Dependable Service” 
706 TUCKER ST. TEL: TEMPLE 3-3631 
RALEIGH, NORTH CAROLINA 


SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M. D., Director 
Daniel D. Chiles, M. D. William D. Keck, M. D. 
Clinical Director Edward W. Gamble, Ill, M. D. 
James K. Morrow, M. D. J. William Giesen, M. D. 
Silas R. Beatty, M. D. Internist (Consultant) 


Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph. D. Administrator 
Artie L. Sturgeon, Ph. D. 


AFFILIATED CLINICS 
Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 
David M. Wayne, M. D. W. E. Wilkinson, M. D. 
Phone: DAvenport 5-9159 Phone: CLifford 3-8397 
Charleston Mental Health Center Norton Mental Health Clinic 
1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 
B. B. Young, M. D. Pierce D. Nelson, M. D. 
Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 
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BRAWNER’S SANITARIUM, INC. 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric Association 
and the Joint Committee on Accreditation 


JAS. N. BRAWNER, JR., M.D. 
Medical Director 


Phone HEmlock 5-4486 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment p d insulin, electroshock, psy- 
Py, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected case desiring non- 
resident care. 
R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 
and alcoho! habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, wnich justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. Ray GriFFIN, Jr., M.D. MarRK A. GRIFFIN, SR., M.D. 
RosperT A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


REG OS PAT. OFF, 
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a good buy in 
public relations 


place 
today’s health 
in your reception room 


AMERICA'S 
“AUTHENTIC 


Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


S35 NORTH DEARBORN * CHICAGO 10 


Please enter (], or renew [, my subscription for the 
RICE RATES FOR period checked below: 
PHYSICIANS, NAME 
STUDENTS, INTERNS STREET. 


CITY. ZONE STATE 


CREDIT WOMAN'S AUXILIARY OF COUNTY 


YEARS... $4.00 O2 YEARS... oO $2.50 
O3 YEARS...$ $3.25 (11 YEAR .... $290 $1.50 


COMPREHENSIVE 
OLD AGE BENEFITS , 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 


1 small a | every morning ® 


bone metabolism 
Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. « Methyl as Calcium Ascorbate 50 mg. « I-Lysine Monohydrochloride 
Testosterone 2.5 mg. « Sulfate 2.5 mg. Vitamin 25 mg. Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U. Units « Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 mg.) 
Vitamin B, with AUTRINIC® Intrinsic Factor Seacsabiens é 15 30.4 mg. © lo ine (as KI) 0.1 mg. ¢ Calcium (as CaH HPO,) 35 mg. 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. Ribo- Phosphorus (as 27 mg. Fluorine (as CaF,) mg. 
5 mg. Niacinamide 15 mg. Pyridoxine HCI (B,) (as 1 ‘otassium K,SO,) 5 mg. Manganese 
5 mg. Calcium Pantothenate 5 * Folic Acid 0.4 mg. (as M m inc (as ZnO) 0.5 mg. Magnesium (M 4 
Choline Bitartrate 25 mg. © Inositol 25 mg. « Ascorbic Acid” (c) 1 mg. ¢ Boron fos | Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 
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SERVICE OFFICE: RALEIGH, NORTH CAROLINA—323 W. MORGAN ST. TEmple 4-7458 


XXIII 
.......VI, Insert, VII 
X, XXXIX, XLVIII 
FIRE an, for your complete insurance needs... 

4 6: — 4 
= THERE IS A SAINT PAUL AGENT IN YOUR a 
a _ COMMUNITY AS CLOSE AS YOUR PHONE Sa 


one child has epilepsy... 
even her companions might not know —if 
her seizures are controlled with medication 


“ ..nowadays our approach should be, as far as possible, to protect 


the patient with sufficient medicine and allow him to live as much 
as possible the life of a normal child.”! Under proper medical care, 
epileptic children may—and should—participate in the general phys- 
ical activities of their normal playmates.’* 

for clinically proved results in control of seizures 


® SODIUM KAPSEALS® outstanding performance 
in grand mal and psychomotor seizures;“In 
the last 15 years new anticonvulsant agents 


have come into clinical use but they have 
not replaced diphenylhydantoin [DILANTIN] as the most effective single agent 
for a variety of reasons.’’? DILANTIN Sodium (diphenylhydantoin sodium, 
Parke-Davis) is available in several forms including Kapseals of 0.03 Gm. 
and of 0.1 Gm., in bottles of 100 and 1,000. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 


for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 
100 mg., phenobarbital 30 mg., desoxyephedrine hydrochloride 2.5 mg.), 
bottles of 100° for the petit mal triad: MILONTIN® Kapseals, (phensuximide, 
Parke-Davis) 0.5 Gm., bottles of.100 and 1,000; Suspension, 250 mg. per 
4 ec., 16-ounce bottles. CELONTIN® Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 

Literature supplying details of dosage and administration available on request. 


Bibliography: (1) Scott, J. S., & Kellaway, P: M. Clin. North America 42:415 (March) 1958. 
(2) Ganoug, L. D., in Green, J. R., & Steelman, H. F: Epileptic Seiamures, Baltimore, Williams & 
Wilkins Company, 1956, pp. 98-102. (3) Bray, P F.: Pediatrics 23-151, 1959. 26460 


PARKE-DAVIS PARKE, DAVIS & COMPANY - , Michigan 
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IN ANXIETY—RELAXATION 
RATHER THAN DROWSINESS 


brand of trifluoperazine 


‘Stelazine’ has little if any soporific effect. “. . . pa- 
tients who reported drowsiness as a side effect 


mentioned that they did not fall asleep when they 
lay down for a daytime nap. It is quite possible that, 


in some instances, ‘drowsiness’ was confused with 
unfamiliar feelings of relaxation.””? 


Available for use in everyday practice: Tablets, 
1 mg., in bottles of 50 and 500; and 2 mg., in 
bottles of 50. 


N.B.: For information on dosage, side effects, 
cautions and contraindications, see available com- 
prehensive literature, PDR, or your S.K.F. rep- 


resentative. 

1. Goddard, E.S.: in Trifluoperazine, Further Clini- 

cal and Laboratory Studies, Philadelphia, Lea & SMITH 
Febiger, 1959. KLINE & 


FRENCH 


leaders in psychopharmaceutical research 
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